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HYDROCHLORIDE 


PROLONGED SURFACE ANESTHESIA 
FOR OPHTHALMIC PROCEDURES 


removal foreign bodies 


dilatation tear duct 
variety operative and non- 
operative procedures the eye tonometry, ignipuncture 
may carried owt injection salt solutions 
with small quantities per 


iridectomy 


Pontocaine less likely than cocaine affect the corneal epithelium. 
Rarely dilates the pupil. Produces increase intra-ocular pressure. 
Supplied: 0.5% solution, bottles oz. and oz. 


New Yorw 18. N.Y Winosoe, Ont 


Pontocaine, trademark reg. U.S. Canada, brand tetracaine 


Pontocaine Eye Ointment 
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hours 
Allergy Relief 


from single dose 


DI-PARALENE Hydrochloride 


(Chliorcyclizine Hydrochloride, Abbott) 


Aus RGY patients like the convenience, and economy 
this longer-lasting Published reports 
than one the conventional type—in many cases provides hours 
relief with single dose. 

Initially, should administered doses 
three times day for the average adult, but the majority cases 
this can later reduced one two doses day. Side-effects are 
comparatively few and mild. 


This season try longer-acting available 


REFERENCES: 


Spielman, A. D. (1950), N.Y. St. J. Med., 50:2297, Oct. 1. 
Brown, E. A., et al. (1950), Ann. Allergy, 8:32, Jan.-Feb. 
Jenkins, C. M. (1950), J. Not. Med. Assn., 42.293, Sept. 
Cullick, L. and Ogden, H.(1950), South Med. J., 43:632, July 
Ehrlich, N. J., and Kaplan, M. A. (1950) 

Ann. Allergy, 8:682, Sept.-Oct. 
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MRS. ELEANOR ROOSEVELT HONORABLE CHARLES EDISON 


World-famous wife and mother; Senior United Son the late Thomas Edison; former Assist- 
States Representative the United Nations Gen- ant Secretary and then Secretary the 
eral Assembly; author, radio and television com- former Governor New Jersey; guiding force 
mentator; internationally respected and admired officer director many nationally known 
for her interest in, and understanding of, all peoples. civic, educational and industrial organizations. 


These three 


Americans can afford 


type hearing aid 


any price. They wear 


the seventy-five dollar 


Zenith 


RUPERT HUGHES 
Author, playwright, producer, poet, biographer, 
chief assistant editor the 25-volume 
History the World published Encyclopaedia 
Britannica; veteran two world wars; Hollywood 
BIOGRAPHICAL DATA BASED ON 
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VITALLIUM appliances serve many needs 
plastic and reconstructive surgery. The items 
illustrated here have been made the ideas 
and specifications outstanding surgeons, work- 
ing various specialties. 

Except for the custom-made skull plates and 
the various endoprotheses, which must neces- 
sity made order, all the applances shown 

above are available from stock. 


ORDER THROUGH YOUR SURGICAL DEALER 


FOR PLASTIC AND RECONSTRUCTIVE SURGERY 


CUSTOM-MADE SKULL PLATES. Pro- 
duced accurately the size, and 
shape specified the surgeon. Five 
sizes ready-made Hoen-type skull plates 
are also available. 


ELBOW PROSTHESIS. One the num- 
erous endoprotheses custom made 
serve specific need. Vitallium 
bone end replacements have avoided am- 
putations and flail limbs many cases. 


ORBITAL IMPLANTS. Hollow, light- 
weight Vitallium spheres for implantation 
capsule, following enucleation. 
The dimpled surface facilitates retention 
the implant and aids obtaining motility. 


EAR MOLDS. Well-shaped, normal ap- 
pearing ears may developed means 
pre-forming living human cartilage 
these Vitallium molds. 


TESTICULAR IMPLANT. Implantation 
this hollow, inert, 
ment indicated for cosmetic reasons 
lessen psychic trauma. 


NASAL SKELETAL SUPPORTS. Aids 
improving cosmetic conditions and for sup- 
port for the ridge the nose after surgery. 


REPLACEMENTS. More nearly 
normal physiognomy maintained and 
mental outlook aided the restoration 
mandibular sections following severe 
trauma radical surgery. 


JAW SPLINTS. Thin, easily contour- 
able bone plates designed reinforce bone 
graftsin repairing fractures the mandible. 


NASO-LACRIMAL DUCT TUBES. Used 
restore and maintain the patency the 
bony naso-lacrimal duct following stricture 
obstruction that does not respond 
conservative measures, 


® by Austenal Laboratories, Inc. 
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TILLYER CRUXITE has one 


Sometime during 
every day, 

each your patients 

the absorptive 
protection 

TILLYER CRUXITE 


understand the basic function Tillyer Cruxite more clearly, 


let consider ultraviolet the Light Spectrum. 

Generally speaking, ultraviolet rays occupy the band from about 
200 mmu. 400 mmu. Within the region 200 mmu. 290 

TODAY LIVING found Abiotic Ultraviolet which pathologically damaging 

the eye. Eyes should also protected from exposure Erythe- 

DEMANDS mal Ultraviolet (roughly from 290 mmu. 315 

mmu.), always present sunlight. 

TILLYER CRUXITE Above 315 mmu. there are equally undesirable ultraviolet rays. 

They, course, are found sunlight, but may also emitted 

some kinds fluorescent light and certain types television 
Cruxite available picture tubes. They have been proved exert functionally 
Single Vision, Bifocals disturbing effect the visual mechanism. They delay dark 
You can prescribe many Cruxite adaptation important factor your patients’ safety. 


Tillyer Cruxite absorbs all but negligible amount ultra- 
lens types which have Tillyer Cor- 


violet 350 356 mmu.; and about 365 mmu. 
rected Curves. Call your American Because this absorptive quality, Tillyer Cruxite can contribute 


Optical Prescription Service much the Safety, Comfort and Visual Efficiency your patients. 
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new disposable unit eliminates completely all uncertainties 
dosage and sterility. There longer any danger secondary eye infec- 
tions due contaminated solutions. 

The STERETAINER supplied single dose units the following solu- 
tions: Atropine Sulfate, Eserine Salicylate, Homatropine HBr., Pilocarpine 
Scopolamine HBr., Tetracaine and Mydriphen. Write for descriptive 


THE SELNEY COMPANY 


Pharmaceuticals for Ophthalmologists 
153 WAVERLY PLACE, DEPT. 60, NEW YORK 14, 
Developed with the cooperation THe Ear AND 
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RITTER SURGICAL 


Ritter Surgical 
Cuspidor, completely 
redesigned, provides 
greoter efficiency 
low woter pressure. More 
effective vacuum volume 
maintained with 
fingertip regulator the 
handle. Use 
aspirator tip. This 
modern equipment 

necessity every 
office. 


for rapid 
easy 
adjustment 
any 
treatment 
position 


Ritter ENT Motor Chair adds more time your professional day. 


are treated less time...with less fatigue. This precision-built 
Ritter Chair raises lowers any desired position. You merely 
exert slight toe pressure conveniently located pedal. Patients Slight pressure levers ... 
are moved quickly, quietly and with vibration the desired 
position. motor-operated hydraulic mechanism does the trick. 
Easily and quickly adjusted from sitting supine position, you 
are able examine treat while comfortably seated standing. 
Patients enjoy the comfort the wide foam rubber seat and 
the exclusive compensating back. The Ritter ENT Motor 


Chair can pre-set accommodate 90% your patients. 


positions Ritter 
ENT Motor Chair... 


Ask your surgical dealer for demonstration 


the time and energy-saving features the 
Ritter ENT Motor Chair. 


CUSPIDOR 


Ritter 


COMPANY INCORPORATED 


RITTER PARK 
ROCHESTER 


RESEARCH PRODUC 


both Acute and Chronic, also External Otitis 
because 


BACTERIA, including BACILLUS PROTEUS, 
PYOCYANEUS, BETA HEMOLYTIC 


AUREUS 


from ear infections and found resistant 


antibiotics laboratory tests) 


TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC NON-IRRITATING 
STABLE CLEAR 
PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS ORGANISMS 
Substantiating Laboratory and Clinical data press. 


FORMULA: 
NEW, improved process, using 


Doho glycerol base, results 
chemical combination having 


these valuable properties. 


Sulfathiazole 1.6 GRAMS TRY NEW TOS MO-SAN your 
Glycerol (DOHO) Base most stubborn cases, the results will 


16.4 GRAMS rov vincing 
(Highest obtainable spec. grav.) 


DOHO CHEMICAL CORP., 100 Street., New York 13, 
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For accurate adjustment 
? 7 \ 
RHEUMATOID ARTHRITIS 
Advantages 5-mg. Tablets 
Used alone conjunction with the 
25-mg. tablets, the new 5-mg. tablets afford 
greater flexibility adjusting dosage 


Fluctuations the natural course rheu- 
matoid arthritis may better controlled. 


ACCURACY— 


Permit more accurate establishment 
minimum maintenance doses, thus con- 
trolling symptoms more closely and further 


minimizing the incidence undesirable 


physiologic 


Prevent waste CORTONE more exact 
correlation between requirement and dosage. 


Literature Request 


ACETATE 
(CORTISONE ACETATE, MERCx 


FOLLOWING BILATERAL 
ADRENALECTOMY 


MERCK CO., 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 


*Cortone is the reevistered trade-mark 


Merck & Co., Inc. for its brand of cortisone 
Th whstance was first made available to 


Canada: MERCK CO. Limited—-Montreal 


DISEASE 
4 the world by Merck research and product K 


Invaluable 


equipment for direct examina- 
tion—including biopsy—of all 
structures, through the wide 


instrument lies the field 


hands are left entirely free 
make the most careful exam- 
ination. 


A-8725 Killian Suspension Gallows. Clamps onto the table 
hold the Lynch hook the desired operating position. 
Adjusts smoothly every necessary direction, and will not 
slip. Easily and quickly taken down for compact storage 


carrying. Each, $145.00 


A-8730 Lynch Suspension Hook. Completely adjustable. 
Spring clips prevent accidental disengagement from the 
gallows arm. Complete with five sizes spatulae, and right 
and left tooth plates. Black plated finish non-reflecting. 
Each, $145.00 


Instrument Makers the Profession Since 1895 


Mueller and Company 


330 HONORE STREET CHICAGO 12, ILLINOIS 
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SMR EAR SPECULA. Black, non-reflecting, light 
weight, warm the touch, non-metallic, can sterilized 
Price $2.50 per dozen Rack $2.00 


LEATHER HEAD-BAND. Smooth surface both inside 
and out, soft leather covered rubber sweat pad snaps into 
place. Can removed for cleaning 
Price $6.50 Extra pad $1.25 


LIGHT SHIELD. Consists polished bakelite shield 
enclose ordinary 100 watt lamp. This shield can 
attached any standard socket and the opening can 
turned any direction. The shield avoids danger from 


bursting bulbs and serious burns. 
Price $5.00 shield Condenser $3.50 


RESPIRATORY PROTECTOR. designed cover the 
mouth and face. light weight, can instantly rotated 
out the way for conversation telephoning. While can 
attached any head-band having projecting stud, 
functions best our own headbands. The transparent 
portion can quickly replaced when soiled worn. 
Price Complete Shield $3.50 Replacements $1.00 


SMR EXTENSION REEL. compact method carry- 
ing light cord. Serves the double purpose reel and lamp 
base. Contains ft. wire; wt.: oz.; dia.: 334 in.; ht.: 
in. Price $2.30 


MALLEABLE CANNULAS. These are furnished two 
sizes and can bent into any shape. The proximal end 
tapered that can attached your air cut-off for 
drying out ear, etc. Price $1.25 


DISPLACEMENT BOTTLE. light weight; fits into 
the palm the hand; the glass portion free from 
metal and can sterilized without danger breakage; 
the cap (C) rubber and makes perfect seal; the rubber 


nebulizer tip soft and molds itself nasal opening. 
Price $2.20 


STIFF HEAD-BAND. Has al! the features our leather 
head-band except that rigid construction. 


Price $5.00 

Present in both head-bands is the stud with a recess for attaching our Respira- 
tory Protector. With this stud the protector can be rotated out of the way without 
interfering with the position of the mirror. Another feature is the mirror clamp. 
Leather discs are used for contact surfaces with the result that no flat areas are 


the mirror or the head-band 


Surgical Mechanical Research 


1905 Beverly Los Angeles Calif 


worn on either the ball of 
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article the use Monocaine Hydrochloride 
Rhinoplasty*, was stated that “in clinical 
procaine, yet less toxic. Anesthesia rapid, pro- 
found and long-lasting free from toxic reactions 
disturbing postoperative effects.” 


For the the ophthalmologist and 
otolaryngologist, Monocaine made available 
cartridge form. sterile cartridge 
inserted into the tray the metal-framed 
syringe. The Anestube locked into position 
ready for the injection. 


Each Metal Cap Anestube contains exactly 
the right dosage selected for operative pro- 
cedure. Each Anestube identical with eve 
the Anestube method, 
there possibility exposure the air! 


Use the coupon get detailed information 


method local 
tration that com- ' Please send detailed information 


venience and 


*@ Monecaine Mydrochioride: Clinical Experiences and Technique rect dosage! 
of Administration in Rhinoplasty, by Morton I. Berson, Anes- 
thesia and Anaigesia. 
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THROUG 


attire 


NEW JERSEY OPTICAL COMPANY IRVINGTON, JERSEY 


OPHTHALMIC 


cin 


infections involving diverse structures 
and tissues the eye, Terramycin Ophthalmic 
preparations are effective and valuable 
either the sole medication 
adjunct oral Terramycin therapy. 
only the rare case that the use 
Terramycin Ophthalmic Ointment Solution 
attended sensitizing reactions. 
| 
Supplied: 
OINTMENT, mg. per Gm. ointment; 
tubes 
OpuTHALMIC SOLUTION, cc. vials containing 
mg. for preparation topical solutions 
isotonic with lacrimal fluid and buffered 8.2. 
Terramycin also available Capsules, 
Elixir, Oral Drops, and Intravenous. 


ANTIBIOTIC DIVISION CHAS. PFIZER CO., INC., Brooklyn 
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for 
every patient 
comfort 


with ied 
PRESCRIPTION SUN GLASSES 


Their eyes need the extra comfort that pair scientifically produced 
prescription sun glasses affords. 

Summer winter, you will extend your patients service when you 
suggest extra pair glasses that will give them maximum glare 
protection without affecting true color values. 

Your Benson Optical Supply House well supplied give you 
prompt and satisfactory service this important item. 


MAIN OFFICE AND LABORATORY MINNEAPOLIS, MINN. 


SINCE 1913 


Branch Laboratories Principal Cities Upper Midwest 


New ACADEMY Publication 


HELPFUL HINTS FOR HANDLING THE 
HEARING HANDICAPPED 


For the Committee Conservation Hearing 
$0.25 


Send order with remittance to 


BENEDICT, D., 100 First Avenue Building, Rochester, Minn. 


THE MAKING AND FITTING ARTIFICIAL EYES 


ARE SPECIALTY WITH US... 
Not Sideline! 


have complete selection service for glass and plastic eyes. 
Within hours after receiving your order, send you selection 
eyes memorandum. Write for further information and free color 
chart and size guide. 


CcHIicaGco 


SERVING THE 
NEW YORK 


Since 1 


m 
z 


BALTIMORE 
CLEVELAND BOSTON 
ZANSAS CITY BUFFALO 
MINNEAPOLIS PHILADELPHIA 
NEW ORLEANS PITTSBURGH 
souls 


WASHINGTON 


ORTHOPTIC DEVICE 


Portable and low cost, the Walraven Bar Separator may 
used the office prescribed for daily use home. 

This device helpful combating suppression for near work The 
Bar Separator allows the patient become aware the eye when 
deviating and emphasizes alternation observer when suppression 
occurs. The observer has unobstructed 
view the eyes which beneficial 
during early binocular experience. 
Elementary exercises for preschool children 
can be given as well as bar reading for INSTRUMENT DIVISION + BL FRALO 15, NEW YORK 
older children and adults. complete set 
targets supplied with instrument and interesting variety applicable 
material obtainable from books and magazines. Written instructions for 
various techniques the Bar Separator are given. Proper position the 
head maintained the simple headrest. 

This inexpensive new training device for the office and for use between 
Office visits will enable many patients make more rapid progress. 
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segment scientifically WIDE TOP 
Natural Vision and 


comfort 


ROUND CORNERS 


The construction principle 
which Panoptik based permitted 
call for any desired segment 
The shape selected was the result 
tests and measurements 
establish exact segment 
shape most ideally suited 


natural reading habits. The Panoptik 


segment wide the top, provide 


wide the eye level 


naturally used for reading. has 


round Corners match the round pupil 


the human eye. wastes none the 


lens unused areas. 


Soft-Lite, too 


new Bausch Lomb booklet, “Natural Vision,” 
tells what patients want bifocal 

lens, describes the characteristics which 
result Panoptik’s superior performance 
among bifocals, trifocals and special 
purpose multifocals. Ask your 

Bausch Lomb representative. 


THE BAUSCH LOMB PANOPTIK BIFOCAL THE 
d 
: 
OPTICAL COMPANY ROCHESTER 


NASOPHARYNGEAL APPLICATOR 


ACTUAL LENGTH, 17 CM. 


for the treatment hyperplastic lymphoid tissue the 


orifice the eustachian tube the fossa Rosenmuller. 


The Radium Chemical Company originated this type 
applicator and has supplied more than 1500 Otolaryn- 


gologists the United States. 


Available through purchase annual lease. 


WRITE FOR COMPLETE DETAILS OBLIGATION 


RADIUM CHEMICAL INC. 


161 East Forty-Second St., New York 17, 


MORE THAN YEARS CONTINUOUS SERVICE THE MEDICAL PROFESSION 
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your own 

try this 

simple test 


With claims 
made cigarette ad- 
vertising, you, Doc- 
tor, doubt prefer 
judge for yourself. 
won’t you make 
this simple test? 


Take PHILIP MORRIS and any other cigarette 


Light either one first. Take puff—get good mouthful 
smoke and s-l-o-w-l-y let the smoke come direct/y through 


your nose, 


Now, exactly the same thing with the other cigarette. 


Notice that PHILIP MORRIS definitely less irritating, definitely milder. 


PHILIP MORRIS 


Morris Co. Inc., 100 Park Avenue, New York 17, 
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For the Modern 
Specialist 


Send for descriptive folder il- 
lustrating and describing new 
Imperial treatment unit com- 
plete, consisting hydraulic 
chair designed accommo- 
date Proetz treatment, adjust- 
able stool, and cabinet with 
enclosed rotary pump (with 
footswitch), recessed suction 
and pressure irrigating bottles, 
stainless steel trays, one spe- 
cial drawer accommodate 
Bard-Parker liquid sterilizer, 
and National cautery and 
transilluminator. 


Finish—White Enamel, Cream 
White, 


(black, brown and maroon) Factory, General Office and Showroom 
chair and stool. 50-19 47th Ave., WOODSIDE, 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


CORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution America) 


EYE, EAR, NOSE AND THROAT 


combined full-time course covering academic year consists attendance 
clinics; witnessing operations; lectures; demonstration cases and cadaver demonstra- 
tions; operative eye, ear, nose and throat (cadaver); head and neck dissection (cadaver 
clinical and cadaver demonstrations bronchoscopy, laryngeal surgery and surgery for 
facial palsy; refraction; radiology; pathology, bacteriology and embryology; physiology; 
neuro-anatomy; anesthesia; physical medicine; patients pre-operatively 
and follow-up post-operatively the wards and clinics. Also refresher courses months). 
For information about these ond other courses addre 


THE DEAN: 345 West 50th NEW YORK 


THE SAFE LENS 


1. Free from Danger of Injury to the Eyes. 3. Safe for All Sports, Including Swimming 
Will Not Fall Out the Eye. Gustom Made Fit the Eye. 


Write for Brochure 


EAST STREET NEW YORK, 22, 


Manufacturers of all types of Contact Lense 
BRANCHES IN 


LONOON 
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Evidence accumulating 


confirm that not fungus, 


but Pseudomonas aeruginosa 


(B. pyocyaneus) the causative agent 
high percentage suppurative conditions 
the ear, and that many the remainder 


are due other gram-negative 


topically, are highly effective for clearing 


the majority external and middle ear infections, 


because virtually all strains Ps. aeruginosa 
and most other gram-negative organisms are 


References 
1. Senturia, Laryngoscope, 194! 
2. Gill, W_D., and Gill, E. K.: Seuth M J., 49:428, 1950 
Aycock, J. Oklahoma M. A 5, 


200,000 Units, equivalent mg. Polymyxin Standard 
FOR USE ONLY 


{leo available brand Polymyxin Bacitracin Ointment 
For use when gram-positive organisms are also present, or for when 


appheation of “Arkosrorin’ in ointment form is preferred 


information will sent request 


BURROUGHS WELLCOME CO. INC., Tuckahoe 


June and Weddings 


Any wedding day happy day—but seems 
partake special significance when it’s paired with 
June date. The same true Shuron 


Widesite lenses and frames. 


Together they make the perfect ophthalmic pair— 
for complete, assured patient satisfaction. Specify 
them both—be sure with Shuron! 


Your Independent Distributor will 
supply you with 
frames, with zyl or metal bridges, and 
Widesite Lenses white 


SHURON OPTICAL COMPANY, INC. 
GENEVA, Y., Established 1864 
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CORRECTED 
CURVE LENS 
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after all 


the mildness 


leads all 
other brands 
BILLIONS! 


= 
CAM 


control 

Large, easy-to-read suc- 
tion and pressure gauges 

Readily accessible regu- 
lating valves 

@Completely portable, 
yet stays firmly posi- 
tion while use 


Order direct from 


3451 WALNUT STREET 


PUMP 


FOR SUCTION AND PRESSURE 
The sturdiest and most useful pump its size 


available—at price that cannot matched. 


The Pilling Portable Pump will give yeoman’s service 
all through the hospital. ideal for office, hospital 
bedside and even house-call carried 
wherever it’s needed—no trouble all maintain. 


Only 


Supplied complete with suction and 


pressure hoses. 110 volts, cycles, AC. 


f.o.b. Philadelphia 


A Standing Invitation: When in Philadelphia, visit ow 


new salesrooms. Free marking for doctors in our private lot 
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New Color Slide 


LIBRARIES THE EYE Limited Supply 


still available 
from 
the 
the private 


collections 1 9 5 1 


recognized 
Bound Volume 


experts 
the 


Series 


Anterior Segment Photographs TRANSACTIONS 
Anterior Segment Photographs 
Retinal Color Photographs $5.00 


IV. Color Photographs 
{li by H. Saul Sugar, M.D., Detroit 


Retinal Color 
from the collection of th 
Robert Von Der Heydt, Mt D. Chicago 
Original Ophthalmological 
Photomicrographic Slides 
Weber, New York Send order with remittance 


Write for booklet listing each slide. Literature also W. L. BENEDICT, M.D 
-D. 


available on lighting systems and complete camera 
units for photographing the eye. 100 First Ave Bldg 

BARNETT Optical Laboratories 


Rechester, Minn. 
2419 Halsted St., Chicago 14, Ill. 


New ACADEMY Publications 


PRINCIPLES OTOLARYNGOLOGIC 
PLASTIC SURGERY 


Manual Oscar BECKER, M.D. 
$1.00 


Coming Soon 


MANUAL REFRACTION 
DANIEL SNYDACKER, M.D., and FRANK NEWELL, 
$1.00 


HELPFUL HINTS FOR HANDLING THE 
HEARING HANDICAPPED 
$0.25 


Send order with remittance 
BENEDICT, M.D., 100 First Avenue Building, Rochester, Minn. 
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Pyromen initiates responses the circulating leucocytes 
and the reticulo-endothelial system. 
the treatment many allergies and dermatoses, 


Pyromen supplied ce. vials 
containing gamma (micrograms) per and 
ce. vials containing gamma per 

our new booklet detailing the use 
this new therapeutic agent. 
Sybsidiary BAXTER INC. 


By 


AVAILABLE SUPPLIES 


MANUALS 
Price 
OCULAR SURGERY, Conrad Berens and Miche! $1.00 
OUTLINE NEURO-OPHTHALMOLOGY, Leinfelder 1.00 
COMPREHENSIVE DESCRIPTION THE ORBIT, 
ORBITAL CONTENT, AND ASSOCIATED STRUCTURES WITH 
THE INTERPRETATION VISUAL FIELDS (Revised), Rucker....... 1.00 
DISTURBANCES OCULAR MOTILITY. Richard 1.00 
MANUAL REFRACTION, Danie! Snydaker and Frank Newell. 


PRINCIPLES OTOLARYNGOLOGIC PLASTIC SURGERY, Oscar Becker... 1.00 
RADIOGRAPHIC ANATOMY THE TEMPORAL BONE, Brown Farrior... 1.00 


RGICAL COMPLICATIONS OTOLARYNGOLOGIC SURGERY, 
MONOGRAPHS 
HELPFUL HINTS FOR HANDLING THE HEARING HANDICAPPED, 
HEARING TESTS, Arthur Juers 


EMBRYOLOGY THE EAR, NOSE, AND THROAT, 


DIFFICULTIES 

ABSTRACTS 


Each set contains the available outlines and briefs of instruction 
courses as presented at Academy meetings. Unbound. 


Otolaryngology: 1937, 1938, 1941, 1942, 1.50 

TRANSACTIONS 


Bound Volumes: Record meetings held in: 1917-18, 1919, 1920, 1921, 
1923, 1924, 1925, 1926, 1927, 1928, 1930, 1931, 
1932, 1933, 1934, 1935, 1936, 1937, 1938, 1939, 


Subscription: Per year, bimonthly 10.00 
issue: Before January-February 1950, available .............. -50 


SEND ORDER WITH REMITTANCE 
Benedict, M.D. 
100 First Avenue Building 
Rochester, Minnesota 
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THE COUNCIL 1952 


American Academy Ophthalmology and Otolaryngology 
_- James Milton Robt Detroit, Micl President 


Frederick Cordes, San Francisco, Calif President-Elect 
Georgiana Dvorak Theobald, Oak Park, Ill First Vice-President 
Percy Ireland, Toronto, Ont., Canada Second Vice-President 
McGavic, Bryn Mawr, Third Vice-President 
Conrad Berens, New York, lent, Senior Member Council 
I. Mackenzie Brown, Los Angeles, Calit , ‘ Past President 
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Symposium: Retinal Detachment 


INTRODUCTION AND DEFINITION TERMS 


LAWRENCE Post, M.D. 
ST. LOUIS, MO. 


Academy presenting this 
primary retinal detachments 
and those following direct nonper- 
forating injury the eye principally 
the hope that from this study will evolve 
improvements procedures for the di- 
agnosis, prognosis, and treatment this 
condition, will our purpose con- 
fine the discussion essentials and 
present them, far possible, 
such simple form practical 
value those who infrequently operate 
detachments, Because time 
tation, individual references have been 
largely 

our opinion that breaks the 
continuity the retina are the most es- 
sential factor the production ret- 
inal detachment and that the following 
may causes for such breaks: (1) 
localized process the ret- 
ina, (2) localized vitreous pull, and 
(3) trauma. 

The term “break” (short for break 
the continuity the retina) will used 
indicate holes, tears, disinsertions. 
was agreed that the Committee would 
discuss the so-called primary detach- 
ment well those following direct 
nonperforating 
trauma, but would not discuss detach- 
ments associated with perforating 
juries, tumors, and massive exudates. 

retinal break meant any break 
the continuity the retina. retinal 
tear meant break created vitreous 
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traction and characterized the pres- 
retinal hole round oval opening 
extreme thinning the 
retina. Retinal dialysis and retinal dis- 
insertion are used synonymously and 
refer break the retina occurring 
its peripheral insertion. Demarcation 
line used synonymously with friction 
line and this meant pigmented 
white line band located the choroid 
and retina. often forms the limit 
between the detached and attached parts 
the retina when this limit remains for 
about three months more the same 

enormous volume literature has 
accumulated the last thirty-five vears 
the subject retinal detachment, the 
stimulus for this having been the classi- 
cal work Gonin. Since imprac- 
ticable review here this voluminous 
mass evaluate all and since 
complete discussion the subject 
would occupy endless days, the essay- 
ists have had confine themselves 
somewhat dogmatic statements, thus 
possibly over-simplifying the subject, 
fully recognizing, however, that some 
the material really controversial. 

The symposium intended express 
the consensus the group participating 
it, and where individual promul- 
gates idea contrary the general 
opinion, will make this clear his 
remarks. 

Analyses can based anatomic 
reattachments visual results. For 
purposes analysis, the 
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Committee has selected the 
attachment the retina for period 
not less than six months 
viously such time limit arbitrary, 
but some period had cho 
sen for the statistical analyses, The doc- 
tors participating the symposium are 
agreed that the percentage spontane- 
ous detachments occurring six months 
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very small, 

There will some discussion and 
Among the cases considered failures ac- 
cording this definition, there will 
some patients who have derived consid- 
erable functional benefit from the oper- 
ation, Conversely, there are cures under 
our arbitrary definition that have not 
gained visually may even have lost 
vision, 


Symposium: Retinal Detachment 


ETIOLOGY AND PATHOLOGY 


M.D. 
NEW YORK, 


will deal for the most 
part with the pathogenesis and sequence 
events the formation retinal 
tachment. The actual morbid anatomy 
will shown, but always with the idea 
answer the question why 
the detachment occurred, and what its 
clinical significance. will pur 
pose try explain the pic 
ture detachment the retina from 
the pathologic findings 

| have divided the discussion into 


three parts: 


changes 


events 
Microscopic changes following 
treati t 


ANATOMIC CHANGES 
pathologic findings eyes 
moved with primary detachment 


FIG; 1 Detachment of the retina of long standing. 


the retina are well known, and many 
the success treatment. the 
continuity the generally con- 
sidered all important factor the 
development the separation the 


Be ‘ 
\ 
shows break the retina near the periphery 
I’ 1 \r i ~ tor or the 


FIG. 2--High power of area indicated in figure 
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(A) Retinal break with smooth sealed edges; 


(B) Dense vitreous strand attached to shrunken contracted vitreous; (4 Large cystic area in 


retina following prolonged detachment 


Figure shows detachment the 
retina long standing. There break 
the retina near the ora indicated 
the arrow. Figure the area indicated 
“A” figure Here one can see 
break the retina (A), the edges 
which are rounded and smooth indicat- 
ing that this break existed vivo. 
tached the peripheral lip the break 
the contracted vitreous (B). Follow- 
ing the occurrence the break, fluid 
has migrated beneath the retina and 
caused separation. the detachment 
exists for many months, cystic changes 
may develop, can seen the 
tion shown 


With the retina detached for long 
period time, the entire outer portion 
the retina may become cystic. These 
cystic changes will render the hope 
restoring vision rather dim one. Figure 
shows very extensive cystic changes 
the retina with detachment long 


ae 
standing 


imteresting note that these 


cy degeneration Tl cysts extend into the sub 


cysts nearly always protrude into the 


subretinal space and thereby leave the 
smooth, Generally these cystic changes 
begin the outer layers the retina, 


and they are most probably due the 
lack nutrition the outer layers 
which are normally supplied the 
choriocapillaris the choroid. 


FIG. 3—Detachment of long standing with marked 


outer layers 
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the retina 
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with 

( changes may not be the only 
lege itive inge to decrease the 
chance tor favorabl outcome when 
attempts are made reattach the retina. 
With detachment long standing the 
nuclear lavers decrease and fuse 


form one and the ganglion cells 
The rods and cones 
also become sparse. There remains only 
the supporting tissue. time the 
vlial supporting tissue contracts and 
shortens the retina, making for greater 
reattachment. 
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Figure shows detachment long 
standing, and figure high power 
view the area indicated figure 
Figure demonstrates the fusion the 
two nuclear layers into single 
There loss ganglion cells, and 
the outer surface the retina only 
remnants the rods and cones can 
There some dispersion pig- 
ment along the outer surface the 

addition gliosis, shrinkage may 
ake place because other changes. 
has been explained the theory 
that proliferation the nonpigmented 
epithelial cells of the ciliary body ex- 
tend over the surface the retina and 
later contract. has also been advanced 
that cells normally present the inner 
surface the retina proliferate and 
contract. Whatever the origin these 
cells, there is often evidence of their 
folds. 


standing with marked contracture 
the retina and definite membrane 


Flt. 5 High power of area indicated in figure 4. 
nd a complete absence of ganglion cells. In the 
rods and cones as well as a dispe 


There is a loss of nuclear elements in the retina 
outer surface of the retina there are some frag 


rsion of pigment from the pigment epithelial cells 
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fin 

met he it surta 
the inner surface. The 
this membrane has thrown 
into folds 

been shortened this process that 

would not be possible 


contracture 
retina has 


to reattach it by 
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the usual diathermy procedure. Figure 
shows high power the area indi- 
cated figure One can see definite 
cellular membrane the inner surface 

the retina, the contracture which 


caused the retina thrown into 


folds and 


For some time the detachment of the 
retina may remain localized one area, 
The outer the detachment may 
characterized 
pigmented line. The subretinal fluid 

pull the retina when the eve 


greyish 


set motion. Such force has 
tendeney separate the retina from the 
choroid, but this force not too 
strong acts irritant and causes 
ual to-and-fro motion the retina due 
the momentum the subretinal 
continual irritant the point at- 
tachment the retina the 
Here there may proliferation the 


showing the cellular membrane on the inner surface 


ed a shrinkage of the retina with some disorganization 
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FIG. 7—-A high power of the area indicated in 

of the retina. A contracture of this membrane has case ae nee 

of the rstinal elements 
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and wearing away 
the (area “A” 


cones 
formed between the choroid and retina 
this Degenerative changes take 
place, can seen the numerous 
evsts in the nuclear laver. A prolifera 
tion and metaplasia the pigment 
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thelium may later contract and pull the 
retina into folds this point. This meta- 
plasia the pigment epithelium causes 
dense chorioretinal adhesion (fig. 9). 
Figure (area figure shows 
metaplasia the pigment epithelium 
causing dense chorioretinal adhesion. 
These so-called friction lines may degen- 
erate and contain fig.11).Three 
things can happen these friction lines: 
(1) the adhesion may 
dense localize the area detachment, 
(2) there may sufficient force ex- 
erted the subretinal fluid strip the 
retina further causing greater area 
(3) the retina may tear 
this point adhesion, thereby form- 
ing secondary break. This will dis- 
cussed later, 

The pigment epithelium has 
dency proliferate following 
ritating whether from dia- 
thermy from toxic the 


etinal adhesion due to the irritation 
f the detachment. (A) Metaplasia of the pigment epi- 


(BR) Cystie « n the 


\ 
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FIG. 1 Area “B" indicated in figure &, showing metaplasia of the pigment epithelium causing a dense i 
chorioretn adhesiot The detachment of this area is an artefact due to contracture at fixation. 


FIG. 11—-Friction line with calcium, 
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degenerating retina. Figure illustrates 
detachment the retina with prolif- 
eration the pigment 
area the high power 
area tigure 12, clearly show- 
ing the proliferation the pigment epi- 


changes 
the globes with detachment 
the retina but space will not permit 


full discussion these many changes 


Many 


this presentation, 
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SEQUENCE EVENTS 

the study pathologic specimens 
often possible determine the path- 
ologic processes their chronologic or- 
der. piecing together these isolated 
facts are often able get the usual 
sequence events that take place 
the formation detachment the ret- 
ina. has been thought generally that 
the vitreous plays positive role the 
formation detachments the retina. 
may take place cause the 
vitreous become detached posteriorly 
and be gin to shrink. The Space formed 
the shrunken vitreous body filled 
with fluid similar aqueous. This 
difficult prove pathologically, but 
has been experience see such con- 
tracture the opened for study. 
does not see such changes young 
normal eves removed and studied. Clin- 
ically, detachment the vitreous can 
seen with the slit lamp. Figure 
detachment and 


posteri Tr 


opened after enucleation. 


Motion of the eve may cause the tluid 
between the retina and the vitreous 
exert sufficient force produce fur- 


ke wf) 
4 
» 
. 
‘ a pr ration of the pigment epithelium follow- 


: 
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£ 
a int 
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A Pie \ t nt of the retina of long stand oe 
i t f pigment epithelium 
re 
thelium 
A 
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me a ta t t t ong standing 
4 


ther detachment the vitreous body. 


retinovitreous 


pre-existing 


the rotary action the globe, may tear 
the retina and cause break the con- 
the retina has been torn, 
fluid may then migrate into the sub- 
retinal space and cause 
Figure shows detachment the 
retina following hemor- 
rhage. There also detachment the 


1 High pow rea “A™ in figure 
onstrating tl ontracted vitr 
acid’ fixative) 


s following a detachment of the retina. (A 
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\ detachment of tl retina following a ‘ef 


vitreous, 


figure 16, high power 
the area indicated figure 15, one can 


which has become shrunken 
rated from the retina. 
addition detachment and 
shrinkage the vitreous, certain degen- 
changes take place. The lique- 
| 


tachment and shrir 


of the vitreous dem- 


Shows the condensa 


x 
FIG. 1 Posterior detachment and shrinkage of 
FIG. 
ibretinal hemorrhag 
‘ 
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FIG. 1 Art lrawit of a detachr t th 
ret iw t tra Thi how th force 
} trand to th vitreous 


faction and condensation may the 
form strands. These strands may 
contract and exert force localized 
area the retina and finally cause 
break. artist’s drawing (fig. 17) 
relationship the 
force these vitreous strands the 


shows 


presence retinal break, 


WADSWORTH 
conjunction with the vitreous ad- 
hesions and vitreous strands there may 
atrophic areas the retina. Motion 
the eve with repeated tugs these 
weakened areas may cause the retina 
ive and form break with subse- 
quent detachment. 


the retina with the shrunken vitreous 
body adherent this point. Repeated 
tugs caused the momentum the 
shrunken vitreous body can conceivably 
cause this area break and result 
detachment. 

illustrate the above proces 
clearly 
ment long standing with break near 
and 20). The 


high power view the area indicated 


more 
next figures show detach- 


the periphery (figs. 


the low power picture the entire 
globe shows break the retina. The 
the break are smooth and show 
some contracture the inner border 
the retina. obvious that this break 
existed vivo. The same area shown 
figure but slightly different 
Here begin see the true 


i 
© 
A 
\ t irca retina, contracted vitreous is adherent to the atrophic area 


RETINAL 


retina with break at periph 


process that existed the time that the 
dense vitreous 


there 
strand adherent the 
peripheral lip the break. This can 
followed completely across the globe. 
the edge the break shows 
cellular infiltration and definite thin- 
ning the retina. 


The condition that probably existed 
the formation the break 


the 
extends 


Here 
strand 


shown figure 22. see 


dense vitreous 


f area indicated in figure 19 
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20 at a slightly differ- 
CB) 


area as figure 
Dense vitreous 
edge of break 


strand; thinning 


across the globe and the thin, atrophic 
retina adjacent this The normal 
the 


tinguished this atrophic area and 


elements retina cannot dis 
obviously weakened Repeated 
could easily tear the retina this point 

This 


the macula 


tugs dense 


long the vitreous 
adherent this point (fig. high 
power view of this eveball cl arly shows 
the break the macula and the dense 
the inner 
surface the retina (fig. The con- 


His 


vitreous strand adherent 


tracture tissue has caused the 
retina to fold on itself. 


old detachment where the vitre 
has exerted traction the retina, 
degenerative changes take place. Figure 
shows the retina 
with dense vitreous strand extending 
across the inner portion the eye. The 
high power area “A” 
figure 25, 


detachment 


indicated 
how 
peated tugs the retina have caused 


demonstrates 


379 
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FIG, 21—S 
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Sat level. (A) Dense vitreous strand; (B) thinning 
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Ped 
FIG. Detachment of retina with break in macular region 
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FIG 


sufficient 
cellular 


(fig. 


FIG. 25 


extending ac 


infiltration and 


changes 


A 


detachment of the retina 
adherent to the retina. 


irritation manifest 


the retina the point at- 
tachment this dense vitreous strand 
this particular case the 


ross 


Detachment with a dense vitreous 
the 


inner portion of the gk 


with a 


break in the macular region. A 


some 


stran¢ 


‘ 
> 
FIG. 2¢ Area 
j ing the irritative cl 


as indic 


ges in 


vitreous 


ated in 


strand 


higure 


the retina as 


a 


of repeated traction on the retina at this point. 


show- 
result 


am 
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PIG \ small hemorrhage in the substance of the retina caused by a rupture of a blood vessel 


q to the traction of the vitreous strand at point “B" as indicated in figure 25. 


strand contains ele- the opposite attachment this 
ments and could very easily exert con- vitreous strand, area fig- 
siderable force ure 25, the repeated tugs this strand 


have caused the rupture small blood 
vessel and there has resulted hemor- 
rhage the substance the retina (fig. 
27). These small hemorrhages doubt 
are frequent occurrence point 
rupture the retina. Small hemorrhages 
such seen this specimen may ex- 
plain the cause for the shower opaci- 
ties frequently found recent detach- 
ments, 


When the retina gives way the 
pull the vitreous, piece the retina 
may come off with the vitreous and 


plug operculum the retina retracts 

with the vitreous (fig. 28). enlarge- 

shows more plainly small plug the 

retina that has been pulled away the 
A 


contracture the dense vitreous strand 


ig, One can see that this strand 


therebv form 2 ninlete hole \ smal 


FIG, 29--Detachment with retinal plug pulled into the vitreous cavity by dense vitreous strand. 
Notice that vitreous strand extends across the globe. (A) Retina pulled into vitreous space; 


(B) dense vitreous strand 


extends completely across the globe. 
Figure view still higher power 


showing the through-and-through break 
the retina and the small retinal plug 
that pulled away and retracted into the 
vitreous space, 
doubt the peripheral cysts the 
retina are frequent cause for breaks. 
How often these small cysts cause de- 
tachment the retina debatable 
fi 
| 
FIG. power “A” figure Retinal 


plug pull in by contracting vit FIG \ globe with peripheral cystic degeneration. 


ive 
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shows a through- 
is can be 


us traction, a 
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Pre 
bit, Area “A t ited in figure 31. Small peripheral cysts that show tl weakening cgi 
i ‘ af outer walls of this small cyst 
y the sections studied 
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FIG. 34—- An eyeball which had a rupture of the globe 
near t mbus (A). In the area opposite to this 
ther : utrophic area in the retina which has 
res a} 


subject because many times these cysts 
rupture and show evidence any 
vitreous traction and the base the vit- 
reous may adherent this area and 
seal the hole completely. This may pre- 
vent the fluid from migrating into the 


subretinal space. 


globe that contains small 
the periphery shown figure 31. The 
apparent detachment the retina 
artefact subretinal fluid was seen 
beneath the retina grossly. There 
evidence subretinal flujd microscop- 
ically. high power section the 
area indicated figure 31, see 
small peripheral cyst the retina. Thin 
walls are present the inner surface 
the retina and there small break 
the outer surface (fig. 32). The same 
area viewed slightly different level 
discloses through-and-through break 
the retina (fig. 33). With detach- 
ment and shrinkage the vitreous body 
conceivable that traction 
could be exerted on the lip of this break 
and cause the edges invert. this 
the case, could then migrate into 
the subretinal space and cause detach- 
ment, 

Certain perforating and nonperforat- 


ing injuries exert force cause atro- 


3 


\ 
ty 
f : te 
¥ 
* 
; FIG. 3 High power of area “A” in figure 34, showing the large retinal brea were 


phic changes the retina that may final 


transmit the force to the opposite 


mia 

portion the globe and later cause 
atre pl « areca in the retina due to the 
contrecoup Figure shows 


} 1 
} 


eve with history perforated injury 
near the Opposite this injury 


break the retina which due 


W ADSWORT H TR MER 
the degeneration this high 


power view the point indicated 
figure the rounded sealed 


edges the break (fig. 35). 


shows 
the other hand, the force 
injury to the eveball does not destroy 
the tissue but causes sufficient 
that chorioretinal adhesions result, 
detachment may form. Figure shows 
eyeball with injury similar that 
the previous case, but sufficient chori- 
oretinal that the 
atrophic region the retina was com- 
pletely sealed the chorioretinal 


resulted 


st) 


reaction 


hesions. The high power view area 
shows the proliferation the pig 


ment epithelium well thickening 
membrane (fig. 37). The break 
completely sealed and diathermy ap- 
plications could hope for better re- 
sults. 
\trophic areas the macular region 
but Most 


f these are cysts or partial breaks. The 


often have 
with detachment (fig. 38). 


nner lavers may rupture but the outer 
may 
there vitreous pull, the potentiality 


j 
ay’ 
Pit, Injury of globe with atrophic area in retina 
x 
Fit. \ \ howing tl chorioretinal adhesions following injurv 
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FIG. 38 ‘artial break in macular region at “A.” 


detachment not great here. 
high power view the macular 
gion the globe shown figure 
demonstrates break the 
macula due the rupture the inner 
wall cyst that was present 
macular region (fig. 39). The outer lay 

ers the retina can clearly seen 


present. Such case this would 
very difficult differentiate with the 
fundus slit lamp because the over- 
hanging lip this atrophic area. 

the other hand, there con 
tracture the inner surface the ret- 
ina proliferation tissue the 
inner surface the retina, there may 
be sufficient traction to break the con- 
break the macula due the pro- 
surface the The contracture 
this membrane has caused ever- 
sion the lips this atrophic area and 
Further contracture this mem- 
could very easily have caused 
break with subsequent detachment. 


many cases clinically possible 
find numerous breaks the retina 
] 


~~ 
= a 
: 
break the macular region which appeared clinically complete breab 
ig we 


FIG. 4 Partial break in macular region due to 


ntracture of membrane on inner irtace retina 


horseshoe shape linear break can 
explained traction but the multiple 
round holes must caused 
exist the 


and there may well 


retinovitreous adhesions 
area of the brea 
other small atrophic points the retina 
with adhesions to the choroid as well as 
When the primary break 
formed, fluid migrates beneath the 


to the 


of 
FIG. 41-1 non nt 
” 
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Sufficient force then set 
the subretinal fluid, because its mo- 
mentum well its actual weight, 
greater area the retina peel 
off. chorioretinal adhesions 
one two things may happen: 
the adhesions may broken, 
would form secondary break. 


small 


‘igure shows detachment 
standing. Figure high power 
view the area indicated figure 42. 
Here shown force exerted the ret- 
ina from the subretinal space point 
where the retinal adhesion exists. Force 
this point has caused the retinal ele- 
ments become stretched and distort- 
ed, and obvious that sudden motion 
the eve could cause sufficient force 
rupture this weakened spot and cre- 


ate a se 


break, 


Figures and show similar case. 
the retinal elements have been dis- 
torted the traction the point the 
The retina has 
been separated from this adhesion 


ad 


ar, 
<3 
ay 
4 
re ofar mbrar on tl inner surface of the 
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cance, This particular case shows many 
the points that have been previously 

Clinically, there was bullous 
detachment two weeks’ duration. 
horseshoe break was seen the region 
the equator, The diathermy applica- 
were applied around 
with good flattening the retina the 
operation, Three weeks after 
the operation, 
ination showed what appeared 

elevated, bluish area which resembled 
neoplasm, The eve was enucleated be- 
Figure (see Color Plate) shows 
artefact but obvious that there has the eve and demonstrates 
been traction this localized area. the break the retina with the vitreous 
adherent the lip the break. The fine 
white areas the retina are the result 
Diathermy applications the the diathermy applications. Figure 
cause shrinkage. Figure shows microscopic section the above 
effect the sclera three weeks This section shows clearly the flat- 
treatment. This flattening the the sclera the area treat- 
can have considerable clinical signifi- 


FIG, 43-—Distortion of the retinal elements due to the force exerted on the retina by the subretinal fluid at 


; 
* 
ye 
a point of chorioret 
a] 
: 
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FIG, 44- Detachr t with chorioretinal adhesion 


Figure shows high power view 


the area designated tigure This 


section shows the region the 
The lip of the break is still pulled in by 
the traction the vitreous. There 
some proliferation the pigment 
thelium, The retina appears well 
sealed surrounding the retinal break. 
the choroid there large hemorrhage. 

shows the area 
the break and demonstrates the chori- 
oretinal that sealed the break. 


Figure shows the periphery the 
retina opposite the area the retinal 
break. Here one can see the peripheral 
degeneration the retina and 
there also dense vitreous strand 
which extends completely across the vit- 
reous cavity. This vitreous strand can 
traced the lip the break the 
posite side, 

From the study the microscopic 
sections this case, was apparent that 
the retinal break had been completely 
sealed. The ophthalmoscopic picture 


FIG. 4 Distortion of the retinal elements due to force by the subretinal fluid at a chorioretinal 


> Flatt inw of sclera three weeks following 
j 
& A 
— 
adhesion 


1952 

FIG. 48——Microscopic section detachment three 
w S lowing diathermy. Marked flattening of 
seen region treatment 
elevated, bluish mass can ex- 


plained the fact that the shrinkage 
the sclera caused apparent eleva- 
tion and the bluish mass was due the 
choroidal hemorrhage showing through 
the retina, which had become opaque 
due the treatment. 

has been advanced many observ- 
ers that necessary seal all the 
breaks the retina, otherwise the pos- 
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The next case was bullous detach 


ment the retina below and break 
was also found below, This area was 
treated diathermy but the detach- 


ment Figure shows sec- 


tion globe with detachment above. 
Figure shows the area treatment, 
designated “A” This 
section shows the retinal break and the 
edge the tear pulled inward the 


52. 


retracted vitreous. There is a prolifera- 
tion the pigment epithelium and some 
cellular elements are present the cho- 
roid. that this area has 
been well sealed. Figure shows 
area above opposite the retinal break 
and designated “B” figure 52. Here 
one can see retinal break. The lip 
the break attached the vitreous and 
the edges are rounded and sealed, indi- 


obvious 


cating its presence prior enucleation. 
Since this break was not treated, hope 
for complete reattachment could not be 


expecter i. 


tack a vitr strand. There is proliferation of the pigment epithelium with good chorio- 
et esio r 1 tl ak. A large choroidal hemorrhage is present 


ad 
ti 
\ 
i 
| 
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é 
sr 
3 
mt 


nonstrating the chorioretinal 


thesions following treatment 


contracted shrunken 


4 
y — 
PIG \r wijacent to the break , 
1 
— 
4 
+ 
4 
Periphery of retit it t inal k demonstrating the 
y tina oppos o retinal break demonstrating the 
vitres ‘ rent to the periphery of the retina ; 


FIG. 47 Interior of eye showing retinal break and retracted vitreous adherent to 


p of break Vitreous on the left is adherent to lip of break at “A.” The break 5. 
. arn "BB surrounded by faint white areas from the diathermy applications 
4 
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with a detachment 


f the retina two weeks following treatment. A 
break was found below and treated. A second break 
was also present above which was not treated. 

perforating diathermy may cause 
cesses. First, the episcleral tissue may 
proliferate and grow down the perfora- 
tion and cause fibrous union the 
choroid and retina. the other hand, 
the pigment epithelium may proliferate 
form the chorioretinal adhesions. 
From the study sections favor 
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the latter process. This can also explain 
the effect the surface applications be- 
cause here the episcleral tissue has 
means migration form the union 
the retina the choroid. 

Figure perforating diathermy 
application which shows the down- 
growth the pigment epithelium form- 
ing collar-button-like adhesion the 
retina and choroid, The proliferated tis- 
sue the episcleral region made 
well fibrous tissue. 


SUMMARY 

Certain important 
esses pertaining the detachment 
the retina have been shown. The impor- 
tance the role played the vitreous 
has been demonstrated microscopic 
sections and attempt has been made 
show the sequence events that 
takes place the formation retinal 
detachment, The results and pathologic 
have been shown following dia- 
thermy application, 


FIG 3—-Area designated in figure 52. A retinal break below that has been treated. This shows 


the vitreous adherent to the edge of the break. 
hemorrhage present the 


following the treatment. Some edema and 


retinal breal 


There is a proliferation of the pigment epithelium 
choroid adjacent to the 


| ! ing 
ar ¢ ents tollowing drat! 


‘> 


oro.e@0 


PIG } Area “B" from figure opposite to the retinal break that was treated. This section 


break with smooth edges and the vitreous adherent the lip the retinal break 


ment ¢ pitl elhum 


¥ 
¥ 
q . 
FIG perforating diathermy showing the proliferation the 
causing the chorioretinal adhesion 
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Symposium: Retinal Detachment 


DIAGNOSTIC AND PROGNOSTIC FACTORS 
FOUND PREOPERATIVE EXAMINATION 


M.D. 
BOSTON, MASS. 


tachment may the sudden appear- 
ance flashes light. They indicate 
the existence of localized traction on the 
retina and precede accompany either 
detachment. When flashes 
light result from this cause, they are 
often localized one quadrant, general- 
below and nasally, and correspond 
retinal break the opposite quadrant 
the retina. However, contrary ex- 
pectation, the flashes may the same 
quadrant the retinal break 
cipient detachment. They 
denly, often disappear after few days, 
and their cessation frequently indica- 
tive of the extension of the detachment. 
resembling 
lightning streaks, which appear over the 
temporal and are vertical circu- 
direction, are often benign 
Light flashes occurring 
early cases retinal detachment are 


durable photopsias 


lar 


accompanied 
crease vitreous floaters show- 
\nother early symptom 


the sudden appearance, the patient’s 


er of black dots 


vision, brownish spots and 
caused hemor- 
hemorrhage usually results 


threads vitreous 
rhage 


the rupture retinal vessel 
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recent retinal break. Because eith- 
small moderate amount, sel- 
dom causes completely black reflex. 
Obscuration fundus details may nev- 
ertheless such that necessary 
wait for the hemorrhage absorbed 
before diagnosis retinal detachment 
can made and the retinal breaks can 
be found. 


all cases vitreous hemorrhage, 
particularly when the bleeding not 
massive, extremely important 
consider retinal detachment definite 
possibility until there some evidence 
the contrary. detailed history will 
reveal whether the patient had flashes 
light around the time the hemorrhage 
occurred and whether ever had 
retinal detachment either eye, such 
history would suggestive ear- 
detachment. Both fundi 
carefully examined the hope de- 
tecting the possible cause the vitreous 
hemorrhage. Evidence diabetic ret- 
inopathy, Eales’ disease active 
choroiditis does not rule out the exis- 
tence primary retinal detachment 
since detachment has repeatedly been 
observed eves affected one these 
conditions, When vitreous hemorrhage 
present, frequently happens that the 
diagnosis retinal detachment not 
formed, There doubt that more 
careful fundus examination such 
cases would often permit much earlier 
diagnosis (fig. 1). 
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The described far gen- 
erally accompany the formation ret- 
inal breaks, which are the first step 
toward retinal detachment. This may 
occur almost immediately may 
delayed for months even years after 
the breaks have formed, Rare cases have 
been observed where the retina never 
became detached after 
retinal breaks. When fairly large de- 
tachment present, causes gray 
cloud veil the visual field. im- 
portant determine what part the 
visual field the cloud first appeared, for 
retinal tears will often found the 
sector of the fundus corresponding to 
the earliest field defect. The appearance 
veil cloud the visual field often 
coincides with the disappearance light 
flashes. quite number cases, the 
early stages retinal detachment are 
asymptomatic loss the pa- 
tient’s first complaint. 

well known that between and 
per cent all eves with detachment 
are myopic. Approximately per cent 
the detachments seen the Retina 
Service the Massachusetts and 
Ear Infirmary occur eves. 
pose retinal detachment, these condi- 


tions not, themselves, affect 
prognosis. the degree peripheral 
degeneration found these cases which 


important. 


general, the intraocular tension 
diminished when retinal detachment 
present, with very low tensions usually 
accompanying large detachments. 
moderate hypotension not impor 
tant prognostic sign. Although intra 
ocular hypertension with retinal de- 
tachment may suggest choroidal 
mary retinal detachment may occur 
Moreover, deep 
chamber glaucoma may complica- 
tion retinal detachment, particularly 
retinal dialvses (disinsertions) 
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long standing and detachments due 
alterations the ora serrata region. 
The association glaucoma with pri- 
mary retinal detachment has particu- 
lar prognostic significance far the 
retinopexy The diathermy 
applications that are made order 
close the retinal breaks frequently bring 
about decrease intraocular tension 
for period several months. Some- 
times this decrease permanent. 

Slit lamp examination 
useful information. Signs moderate 
anterior uveitis are fairly frequent and 
not affect the prognosis. \ctive 
uveitis may coexist with primary ret- 
inal such cases the prog- 
nosis comparatively favorable and 
operation not contraindicated unless 
the inflammation intense, with 
retro-illumination the posterior pigment 
laver the iris appears atrophic, par- 
ticularly near the pupillary border, con- 
siderable degenerative changes 
fundus periphery may expected. 
these cases, pigment deposits may ob- 
served the back the cornea, the 
aqueous, the lens capsule and the 
anterior portion the vitreous, Poste- 
rior cortical and posterior subcapsular 
lens opacities are frequently associated 
with alterations the region the ora 

great deal work has been done 
the clinical appearances the vitre- 
ous body cases retinal detachment. 
Observation the deep portions the 
vitreous with slit lamp requires 
the use flat contact lens 
minus diopters concave lens front 
of the eye, and also a device to reduce 
the angle between the observation axis 
the microscope and the illumination 
axis the slit lamp. most cases 
idiopathic detachment, the vitreous 
degenerated, and frequently altera- 
tion the vitreous, known vitreous 
detachment, observed (fig. 3). This 
means that portion the vitreous cav- 
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ity, generally the posterior and upper 
portion, appears optically empty, where 
the anterior and lower portion con 
tains loose threads and membranes. The 
limit generally appears wavy gray 
ish line which may only detected 
careful observation. likely that this 
condition the result collapse 
the vitreous gel. However, the writ 
opinion that most cases result from 
the formation optically empty cav- 
itv inside the vitreous body and not 
tween and the retina. most cases, 
therefore, the membrane and 
cortical vitreous probably 
main adherent the The pres- 
ence absence vitreous detach- 
ment seems affect the prognosis very 
little. should noted that vitreous 
detachment frequently occurs cases 
where retinal detachment seen and 
its value precursor sign retinal 
detachment has not been definitely es- 
tablished. rare cases, slit lamp exam- 
ination may disclose translucent mem- 
brane stretched across the whole fundus 
the located about the middle 
the vitreous cavity and roughly parallel 
the posterior lens capsule (fig. 3). 
This membrane smooth and does not 
move with movements the eye. ap- 
pears considerably more 
the wavy membrane described above 
and is as easily discernible as the pos 
terior surface the lens. The space 
appears optically Its 
attachment, along the equator of the ret 
ina, produces fixed circular fold the 
retina, the writer’s that 
this membrane the posterior 
The prognosis cases showing such 
hvaloid membrane 
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In practically all cases of retinal de 
ment. Absolute field defects generally 
correspond areas where the retina 
clevated where the detachment 
long Relative defects are 


caused flat detachments. 
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hould emphasized that flat detach- 

ment may not cause any indentation 
isopters mapped out with large bril- 
liant test objects; therefore, impor- 
tant use small test objects reduce 
the illumination the perimeter. 
temporal detachment which confined 
the extreme periphery and does not 
extend further towards the posterior 
pole than the equator does not cause 
field defects with any test object. The 
same true some cases early de- 
tachment where retinal breaks are as- 
sociated with minimal amount de- 
iachment. Consequently, the absence 
tield defect does not rule out the exis- 
tence very peripheral detachment 
nunimal amount detachment. 


the fundus with the 
tance than perimetry because permits 
detection retinal breaks; also gives 
other important information which af- 
the prognosis. Whatever method 
tant have instrument which 
versatile and which provides the strong- 
est available. When very 
ned, one should use instrument con- 
taining range minus 
lenses. ophthalmoscope with 

eful for the examination small le- 
located between the posterior pole 
ind the equator. When examining 

metropic with direct ophthal- 
moscope and without the 
sclera, the fundus can seen clearly 
slightly anterior the equator. 
third the total surface the retina 
cannot seen clearly with this method. 
Statistics the Retina Service the 
Massachusetts and Infirmary, 
show that great number retinal 
located the extreme fundus 
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periphery, cannot detected with di- 
rect ophthalmoscope without scleral in- 
For this reason the writer 
has developed indirect ophthalmo- 
scope which, many cases, enables the 
observer see the retina from the disc 
the posterior border the ciliary 
The instrument used was de- 
scribed before this Society 1950.2 
has powerful system illumination, 
the fundus, and built that max- 
imum advantage can derived from 
the use the method exam- 
ining the extreme periphery, This meth- 
consists indenting the sclera the 
ciliary region slightly posterior 
order bring into view structures 
which are otherwise invisible, Direct 
ophthalmoscopy impractical when the 
sclera has indented, because the 
observer too close the eye under 
examination and finds difficult con- 
trol the movements the instrument 
used for indentation. With the new in- 
direct ophthalmoscope,* the observer 
centimeters away from the eve under 
examination—a good working distance. 
can move freely all directions, 
since the ophthalmoscope worn his 
head. His right hand free all times 
and can used indent the sclera with 
small instrument, mounted thim- 
ble, and called scleral depressor. The 
technic scleral indentation was also 
described before this society 1950.2 


Fundus examination case ret- 
inal detachment should performed 
darkroom under maximum mydriasis, 
obtained either with drops with 
subconjunctival injection. The writer 
prefers use phenylephrine powder 
the conjunctival sac, followed in- 
stillation per cent homatropine, 0.5 
per cent atropine 0.2 per cent scopola- 
mine. For subconjunctival injection, 
0.2 cc. the following mixture used: 


* Manufactured by the American Optical Company 


Phenylephrine hydrochloride mg. 
Homatropine bromhydrate mg. 
Procaine hydrochloride mg. 
dist. 


Ophthalmoscopic examination should 
supply the answers the following 


questions 


the retina detached 
What the extent the detach- 
ment 
Where are the retinal breaks 
What the status the macula? 
What the status the vitreo- 


retinal adhesions 


the retina detached? 

illuminating the fundus with any 
two feet so, the quality the red 
pupillary reflex can judged (fig. 4). 
this poor everywhere has turned 
gray one sector, there possibility 
retinal detachment, and careful 
ophthalmoscopic examination the 
fundus should performed. However, 
should noted that flat retinal de- 
tachment may not affect the red reflex. 
detached retina generally appears like 
translucent gray veil making the cho- 
roidal pattern appear fuzzy, whereas 
retina situ transparent except for 
the retinal vessels. The gray veil iden- 
tified with the retina because contains 
the retinal vessels. generally forms 
numerous folds which move freely with 
movements the globe. The vessels, 
therefore, appear more tortuous and 
darker color than normally. 


case smooth and flat retinal de- 
tachment, diagnosis may missed un- 
less attention paid the following de- 
tails 20): The retinal vessels are 
not tortuous overly dark, but 
strong light used, they will cast 
shadow the underlying The 
slight haze formed over the choroidal 
pattern the flatly detached retina 
may appear smooth under direct illumi- 
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nation, but often has cobblestone ap- 
pearance illuminated light reflected 
from the This indirect illumi- 
nation may obtained casting the 
beam the ophthalmoscope light slight- 
the side the region ex- 
amined 


Diagnosis retinal detachment 
difficult cases further discussed under 
paragraph 


What the extent the detachment? 

The extent the detachment not 
itself much prognostic significance, 
but often gives indication 
where the breaks are located (fig. 
21). The following general rules may 
useful rough guide cases where 
the detachment not very long 
standing. one upper quadrant only 
affected, breaks are probably present 
the superior part the detachment (fig. 
both upper quadrants are 
equally affected, breaks are often found 
near (fig. 21B). the de- 
tachment below the horizontal meri- 
dian and one both the inferior 
quadrants are affected, breaks will prob- 
ably found either along the meridian 
the retinal detachment (fig. 
21, and the upper portion 
(tig. 21, and F). inferior de- 
tachment extends considerably above 
the horizontal meridian, there 
tically break the upper part 
the detachment. When break 
upper quadrant has been present for 
four weeks, the subretinal fluid 
sinks the lower half the fun- 
dus, where large balloons detach- 
ment may form, whereas in the upper 
quadrant, which contains the original 
retinal break, the detachment becomes 
very flat and may easily escape notice 
all quadrants are affected, 
generally means that breaks are pres- 
ent different sectors the fundus 
else that breaks are present near 
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sidered that total detachment has 
poor prognosis, This assumption only 
partly correct, since total detachment 
partial one, provided that all the retinal 
breaks are detected and repaired. How- 
ever, detachments long standing and 
recent detachments with large numer- 
ous retinal breaks tend become total 
and have poor prognosis. These two 
facts may responsible for the poor 
prognosis generally made all cases 
total detachment. 


should remembered that any 
the above-described detachments, 
breaks may observed several meri- 
dians. Breaks may even present 
areas where the retina situ (fig. 2). 


The limits the detachment may give 
indication its duration. the 
limits between the detached and non- 
detached retina are marked whitish 
gray pigmented line, called de- 
marcation line friction line (figs.4 and 
22), this indicates that the detachment 
has been present and fairly stationary 
for least three months and probably 
for much longer. demarcation line 
generally forms are with the largest 
retinal break near its center. Such line 
often associated with breaks the in- 
ferior half the fundus, particularly 
cases dialysis the young. Several 
more less concentric demarcation 
lines may observed; when they are 
incomplete, they are more marked the 
extreme periphery. the presence 
line indicates that the de- 
tachment not recent, the degree 
functional improvement after operation 
often disappointing. 


> 


Where are the retinal breaks? 

the detached retina has break 
its continuity, the choroid more clear- 
visible through it. Generally, there- 
fore, retinal break appears sharp- 
outlined red spot which the cho- 
roidal pattern easily seen. There 
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marked contrast between and the sur- 
rounding grayish detached retina. Care 
should taken not confuse retinal 
break with hemorrhage, 
most this confusion easily 
avoided paying attention the fol- 
lowing details: the red spot hem- 
orrhage, generally darker and 
more homogeneous color than the cho- 
roid. The granular red color the cho- 
roidal pattern showing through retinal 
break the plane the choroid, 
whereas the smooth, even, dark colora- 
tion retinal hemorrhage best seen 
when the ophthalmoscope focused 
the plane the detached retina, This 
difference level readily visible with 
stereoscopic ophthalmoscope the 
observation parallactic displacements. 
the case retinal break there 
parallactic displacement the red area 
relation retinal details, while the 
case retinal hemorrhage there 
such displacement. 


Cases 


The characteristics described far 
help making diagnosis retinal de- 
tachment and retinal break simple 
cases. There are many instances, how- 
ever, where accurate diagnosis can- 
not arrived without more detailed 
investigation. The gray veil formed 
the detached retina sometimes incon- 
spicuous, particularly the 
ground the choroid discolored 
some degenerative process that also 
causes the retina extremely thin. 
The same difficulty occurs the trans- 
parent media form gray haze, 
cases where the vitreous, lens cornea 
contain diffuse opacities. Such opacities 
the media cften make the retina ap- 
pear there were flat detachment 
when fact there none, since they 
cause the choroidal pattern appear 
fuzzy and the retinal vessels look 
dark. diagnosis between 
real detachment and the appearance 
caused hazy media may helped 
the use stereopsis and observation 
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parallactic displacement the retinal 
vessels against the 
ground. monocular ophthalmoscopy 
used, observation parallactic dis- 
placement alone relied upon. 

When diffuse opacities the media 
are present case retinal detach- 
ment, the contrast between retinal break 
and detached retina greatly reduced. 
Similarly, when detachment flat 
that there very little color contrast 
between the detached and attached part 
the retina, retinal breaks often cannot 
found. The most important adjuncts 
for the diagnosis retinal detachment 
well retinal breaks, when there 
lack contrast, are the use strong 
light, for direct and indirect illumina- 
tion, and the use scleral depressor. 
Scleral indentation area where 
detachment present produces arti- 
ficial elevation the fundus which 
bordered, toward the disc, shadow 
forming narrow, dark band. flat 
detachment present, indentation per- 
mits the observer visualize 
very oblique angle, making less trans- 
parent and increasing the color contrast 
between the retinal breaks and their sur- 
roundings (fig. 10). Scleral indentation 
also causes small folds appear 
smooth and flat detachment, particular- 
the area the narrow, dark band. 
indirect stereoscopic ophthalmoscopy 
with scleral indentation used, has 
been the writer’s experience that one 
several breaks are found per cent 
all cases idiopathic detachment. 


The great majority retinal breaks 
are found either near the equator 
near the ora serrata, although few 
cases breaks are posterior the equa- 
tor, Equatorial breaks, which are often 
located the upper temporal quadrant, 
may two morphologic types. The 


tears with flap and oval tears with 
operculum floating the vitreous (fig. 
The second type includes round, oval 
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irregular holes which are nearly al- 
ways several number, and are found 
atrophic areas. Retinal 
holes are often located inside areas 
lattice-like degeneration, whereas horse- 
shoe-shaped tears may found the 
edge such areas 16). Lattice-like 
degeneration characterized white 
lines arranged lattice, many 
which are either retinal 
rounded white sheath completely 
obliterated 
more frequently myopic eyes 
than nonmyopic eyes and often result 
from near 
the equator. When equatorial degenera- 
tion advanced, many high my- 
opes, tends bind the retina down 
the choroid. such cases, detachment 
may form between the equator and the 
ora serrata and prevented from ex- 


chorioretinal degeneration 


tending toward the posterior 
chorioretinal adhesions. Such detach- 
ment may remain undiagnosed for many 
vears, and when extends 
toward the posterior pole, may 
detachment very long standing (fig. 


large number cases show breaks 
the region the ora serrata. For ade- 
quate examination this region, strong 
illumination, stereopsis, and scleral in- 
dentation are almost always required. 
The frequent use scleral indentation 
will make the observer familiar with the 
normal appearances the ora serrata. 
forms pigmented line, normally more 
scalloped and much 
than temporally (fig. 14). Each scallop 
called ora bay and the pigmented 
projections which extend anteriorly and 
separate the bays from each other are 
called the ora teeth. should remem- 
bered that near the ora serrata, the ret- 
inal vessels normally appear darker and 
more tortuous than around the posterior 
pole, and that parallactic displacements 
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are not very helpful because inter- 
ference from irregular astigmatism, 


detachment present near the 
ora serrata, generally diagnosed 
without difficulty when the sclera 
properly indented (fig. 18). compari- 
son with another portion the extreme 
periphery the same eye, detached 
area near the ora serrata looks whiter, 
and folds appear the detached retina 
result indentation. The shadow 
bordering the indented area toward the 
does not form sharply outlined 
dark band but becomes grayish and 
rather indefinite. When the retina de- 
tached the ora serrata itself, examina- 
tion this region profile shows that 
the apparent thickness the retina 
much increased. 


All the breaks occurring the ora 
serrata region have one common char- 
acteristic: the detachment they cause 
often progresses slowly and tends af- 
fect the posterior pole only late 
stage. few cases, these breaks are 
the same type those found near 
the equator, but most often they are 
one the following types: small and 
multiple, generally patients who are 
over years age; retinal dialyses 
dialyses. The majority the breaks ob- 
served the first type either form small 
retinal dialyses affecting only one ora 
bay are related meridional folds. 
meridional fold generally observed 
over ora tooth (fig. but occasional- 
occurs the convex border ora 
bay (fig. 17). Breaks related merid- 
ional folds may appear round cres- 
centic, either the fold itself its 
posterior extremity. These lesions are 
often found the upper half the 
fundus, with the upper nasal quadrant 
perhaps most frequently affected. They 
are generally associated with marked 
chorioretinal degeneration near the ora 
serrata, with quiescent and sometimes 
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with active peripheral uveitis,* posterior 
cortical cataract, and occasionally with 
deep chamber glaucoma. the type 
pathology most frequently 
seen aphakic eyes with detachment. 
The prognosis such cases good, 
provided all the breaks have been dis- 
covered and provided there not too 
much chorioretinal degeneration, 

The second type break the re- 
gion the ora serrata the single ret- 
inal dialysis occurring young people, 
which predominantly affects the lower 
temporal quadrant and has tendency 
bilateral (fig. 6). Such dialysis 
occupies several ora bays and, quite fre- 
quently, whole quadrant. The disease 
may stationary over long periods, 
causing the formation demarcation 
lines, The prognosis generally good, 
although, because the long standing 
the detachment before operation, the 
degree visual recovery sometimes 
disappointing. rare cases the dialysis 
extends all around the globe, making the 
prognosis hopeless. 

sulting from direct nonperforating in- 
jury the globe (fig. are generally 
located either above and nasally be- 
low and temporally. number 
cases, the narrow insertion the base 
the vitreous the ora serrata and 
pars plana torn result the in- 
jury and floats freely the vitreous 
cavity. Avulsion the base the vitre- 
ous probably the direct cause cer- 
tain number traumatic retinal di- 
alyses. The edge many traumatic ret- 
inal dialyses remains close the cho- 
roid that impossible see them 
unless the sclera markedly 
once they have been found, however, 
surgical treatment generally success- 
ful. 


*Peripheral uveitis is characterized by foci of inflam 
mm limited posteriorly by the equa 
by the 


often follows a protracted course 


tor and anteriorly posterior border of the 


ciliary processes. It 
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The search for retinal breaks should 
systematic. good method have 
the patient seated and follow every 
retinal vessel from the the ex- 
treme periphery. should 
made any breaks suspected breaks. 
The writer uses special chart for this 
purpose, which has heen described be- ‘ 
fore this society in 1950.2 When exam- 
ination ina sitting position completed, 
the patient should lie down wheel 
and Any 
doubtful area near the equator should 
studied carefully, using 
dentation, and the region the ora ser- 
rata should examined with scleral 
depressor, the first examination, ret- 
inal breaks may not found, they 
may hidden retinal folds. such 
the patient should re-examined 
both sitting and position and 
always darkroom under maximum 
should 


stretcher 


Case, 


peated daily for several days, and areas 
showing visible chorioretinal degenera- 
tion should with particu- 
lar care. There natural tendency for 
the observer satisfied soon 
one retinal break has been found, 
spite the fact that cases with only one 
break are the minority. general, 
several breaks are found the same 
area although not exceptional 
find them different quadrants, The 
writer has found many twenty- 
nine breaks one eye. can quite 
certain that all visible breaks have been 
detected only when every part the 
retina, whether not, has 
been adequately particular- 
careful search for additional breaks 
should made cases where those 
found not explain the extent and lo- 
cation the detachment. 


detached 


When the macula not yet detached, 
important determine how much 
the detachment threatens involve the 
macular The speed which de- 
tachment extends towards the posterior 
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pole depends mainly upon the size and 
number the breaks and upon their 
distance from the posterior pole. 
case equatorial breaks, for instance, 
the detachment generally involves the 
posterior pole more rapidly than when 
the breaks are near the ora serrata. The 
quadrant which the breaks are located 
also important: they are the up- 
per half the fundus, the detachment 
invades the macular area more rapidly 
than they are the lower half, and 
they are temporal, the macular area will 
involved sooner than they are 
nasal 

When the macula detached, the 
prognosis made poorer still 
breaks are large numerous, particu- 
larly some are located the vicinity 
the 


What the status the macula? 

the macula detached, nearly 
always appears edematous, while its yel- 
low color more marked and affects 
wider area than normal macula. 
The visual acuity drops considerably, 
with flat detachment the macula af- 
fecting the visual acuity less than one 
that very the macula has 
been detached even slightly, recovery 
all visual acuity that was lost unlikely. 

some cases, macular cyst pres- 
ent which may resemble round macu- 
lar break, making differential diagnosis 
between the two extremely difficult (fig. 
11). macular generally has thin 
internal wall that visible when using 
slit-like provided the 
ophthalmoscope, slit 
lamp and flat contact lens one 
the large ophthalmoscopes. 
When this internal wall completely 
visible, certain that macular 
break present. However, the inter- 
nal wall not visible, should re- 
membered that may ruptured, leav- 
ing the external wall the macular cyst 
intact. Such defect forms incom- 
plete macular break. The fact that the 
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choroidal pattern seen clearly through 
the macular defect, and that the choroid 
obviously different level than the 
edges the defect, definite proof 
complete macular break. Differential 
diagnosis between incomplete and com- 
plete macular break always difficult 
and sometimes impossible make, 
complete break has ap- 
pearance with sharp limits. macular 
cyst often has ill-defined limits and 
frequently surrounded other smaller 
cysts (fig. 11C); these are made more 
readily visible indirect illumination. 
visible and makes the diagnosis macu- 
lar tear certain. Macular cysts are often 
observed the absence macular 
detachment whereas complete macu- 
lar break accompanied with least 
very flat macular detachment (fig. 11B). 
The extent the detachment may also 
give important indications the na- 
ture the macular defect. the de- 
tachment does not affect the periphery 
but limited the posterior pole, the 
suspected macular break may well the 
only break the detachment 
extends the periphery, the presence 
peripheral breaks should suspected 
and this makes diagnosis macular 
break more doubtful. important 
remember that macular breaks seldom 
occur, and that there are probably many 
macular lesions being treated breaks 
when such not the case. The writer has 
not found them more than per cent 
400 consecutive retinal detachments. 
obvious that diathermic treat- 
ment real macular break will give 
the patient poor central vision, even 
successful cases, such treatment should 
undertaken only the diagnosis 
well established. 


Certain cases retinal detachment, 
showing marked degree peripheral 
degeneration, have tendency macu- 
lar degeneration well. Even when 
successfully operated on, 
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sometimes develop macular degenera- 
tion months years after the operation. 
making visual prognosis, this pos- 
sibility should always taken into ac- 


What the status the 
vitreoretinal adhesions? 

Apart from the detection retinal 
breaks, which paramount impor- 
tance for the treatment retinal de- 
tachment, also necessary note any 
other details the fundus which may 
help making more accurate prog- 
nosis. Any signs the extent and 
course the vitreoretinal adhesions and 
the amount vitreous shrinkage are 
great importance. this connection, 
the following fundus appearances are 
fixed folds, massive vitreous 
retraction, and breaks with rolled-up 
edge 

Ordinarily, retinal folds move freely 
when the eye moves and they change 
markedly shape and location when 
seated patient lies down vice 
When retinal folds are free, the detach- 
ment often subsides considerably with 
strict bed rest, provided the eye im- 
mobilized the proper position with the 
breaks dependent, Retinal folds which 
not move when the moves are 
called tixed folds. Any movement seen 
such folds not more than slight 
tremor, they were imprisoned 
jelly. Fixed folds not flatten out with 
rest, and generally assumed that 
the vitreous adherent them. There 
are two types fixed folds which are 
particular interest. The first type 
circular fold, which the region 
the equator and roughly parallel it, 
forming sharp ridge the fundus; 
may extend around the whole circum- 
ference the globe. some cases, 
possible see the 
membrane attached (fig. 3B), and 
other cases, visible vitreous strands 
seem pulling it. may also 
associated with massive vitreous retrac- 


RETINAL DETACHMENT 


407 


tion (fig. 15) with tears having 
rolled-up convex edge (fig. 12). The 
second type fixed fold the star- 
shaped fold (fig. 13) which 
found any part the globe, general- 
ly, however, below the horizontal 
the macular area. Several these may 
present the same eye. 

Fixed folds make the prognosis poor, 
they are small affect area which 
remote from the retinal breaks, per- 
manent cure may effected. The same 
true they are associated with very 
small breaks. When the fixed folds 
the retinal breaks are large when they 
are located near each other, failure 
retinopexy follows. Sometimes 
the whole retina seems form one 
large star-shaped fold around the disc; 
this called massive 
tion (fig. 15), far may de- 
termined, the hyaloid such cases ad- 
heres the retina and shrinks, causing 
detachment that rapidly becomes 
tal. There are two principal ophthalmo- 
scopic characteristics massive vitre- 
ous retraction. The first that all the 
retinal folds are and the second 
that the fixed folds irradiate from the 
posterior pole the globe towards the 
many instances, circular 
fold present well. Folds 
radiating from the dise have rounded 
apices near that are gradually pulled 
toward the anteroposterior axis the 
globe. This displacement soon causes 
the round apices have overhanging 
edge that may hide the completely. 
Massive vitreous retraction incurable, 
although after has been present for 
several months often loses its char- 
acteristic appearance. These cases never 
improve bed rest. the subretinal 
fluid allowed escape and saline so- 
lution injected into either the anterior 
chamber the vitreous, the retina flat- 
tens out somewhat but the folds retain 
their general shape. the writer’s ex- 
perience, all cases true massive vitre- 
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ous retraction have far resisted ther- 
apeutic attempts, including 
sections 

Fixed folds and massive vitreous re- 
traction are found more frequently 
detachments long standing; this 
probably the main reason ‘why old de- 
tachments can seldom cured. How- 
ever, recent cases are sometimes affect- 
ed, and there way pre- 
dict when eve will affected and 
vhen will not. Massive vitreous re- 
traction has been seen 
operatively, which probably means that 
the surgical procedure itself 
cipitating Vitreous hemorrhage 
also seems precipitating factor, 
particularly when fairly large. im- 
ssible decide whether the bleed- 
ing itself which responsible, wheth- 
bleeding merely indicates that vitre- 

massive vitreous retrac- 
tion, the tension often soft and the 
vitreous hazy; the pupil dilates poorly, 
the aqueous shows flare and contains 
many clumps pigment. Attacks 
ciliary pain, posterior synechias, cata- 
racta complicata, and secondary glau- 
coma are not infrequent. 

\nother characteristic appearance 
which probably indicates extensive vit- 
reoretinal adhesions, making the prog- 
nosis guarded, the presence retinal 
tears with rolled-up convex edges (fig. 
12). They are generally located the 
equator slightly anterior it, where 
several tears this type may form 
row. Tears with rolled-up convex edges 
have straight anterior borders and 
cular retinal fold often found the 
anterior border the row tears. 
not exceptional see such tears in- 
crease rapidly size and number even 
though the patient strict bed rest, 
and massive vitreous retraction has de- 
veloped several instances. 
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the retinal breaks have been lo- 
cated and the fundus thoroughly investi- 
gated, important try and induce 
absorption the subretinal fluid 
bed rest. The patient should have both 
eyes bandaged order avoid ocular 
movements. His head should kept 
such position that the retinal breaks 
are the dependent part the globe; 
however, this position should rela- 
tively comfortable. Experience has 
shown that there advantage 
having the foot the bed elevated. Bed 
rest with the retinal breaks depen- 
dent position tends relax the pull ex- 
erted vitreous bands the col- 
lapsed vitreous the retina, The cho- 
roid absorbs the subretinal fluid, and 
relaxation traction the retina al- 
lows become reapplied against the 
choroid. rule, this result cannot 
achieved unless strict bed rest en- 
forced, keeping the head and 
immobile possible. The patient con- 
sidered ready for operation when 
further flattening out the detach- 
ment may expected. All the improve- 
ment that hoped for from bed 
rest generally obtained after one 
seven More than seven days 
bed rest are useful only exceptional 
cases; usually three four days will 
suffice. elderly restless patients, 
advisable shorten the preopera- 
tive rest period. the retina becomes 
alone, such apparent cure does not, 
rule, last more than few days. Perma- 
nent cures after bed rest have been re- 
corded, but are exceedingly rare. 
marked improvement good prog- 
nosis, but should remembered that 
massive vitreous retraction may occur 
postoperatively, cases improved 
bed rest, and ruin the operative 
The absence improvement makes the 
prognosis poor but not hopeless. most 
cases with either fixed folds any 
kind, massive vitreous retraction, 
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tears with rolled-up convex edges, im- 
provement from bed rest slight ab- 
sent, Such failure improve may also 
caused the inability the cho- 
roid absorb the subretinal fluid 
the large size and number the retinal 
breaks. any case, where the detach- 
ment the size number the breaks 
increase spite strict bed rest, the 
prognosis very poor. 

cannot overemphasize the impor- 
tance early diagnosis retinal de- 
tachment. Operation before the macula 
involved essential for the preserva- 
tion good visual acuity. When the 
macula detached, immediate operation 
important salvage much the 
central vision possible and avoid 
fixed folds and massive vitreous retrac- 
tion. some cases, possible de- 
tect retinal breaks even before the de- 
tachment has caused any functional dis- 
turbance. Such findings would more 
frequent the fellow eye were care- 
fully examined every case retinal 
detachment and close attention were 
paid the early signs and symptoms 
retinal detachment. The surgical prog- 
nosis very early cases nearly al- 
ways excellent. 

Differential diagnosis 
mary retinal detachment, 
and malignant choroidal tumor will 
briefly 

Clear fluid may accumulate the 
inner nuclear the outer molecular 
the retina, forming intra- 
retinal collection fluid and creating 
the appearance smooth and bullous 
detachment, more marked entirely 
located the periphery the inferior 
temporal quadrant. exceptional cases, 
such retinocele may reach the poste- 
rior pole. causes field defect which 
clear cut and has steep limits. The in- 
ternal layers the retina, which con- 
tain the large retinal vessels and form 


*From the Greek word kele, which means tumor, 
hump. The word retinocele is analogous to mucocele, 
hed 
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the extremely thin and smooth internal 
wall the retinocele, are pushed in- 
ward, Sometimes this internal wall 
thin and transparent that only the ret- 
inal vessels are visible. many cases, 
the vessels seen the affected area are 
either narrow completely obliterated, 
while the internal surface the retino- 
cele shows glittering spots that look like 
snowflakes. These are important diag- 
nostic features. Larger shiny areas, 
which are light reflections the inter- 
nal surface, are frequently the first 
sign which attracts the observer’s at- 
tention and their diagnostic importance 
lies the fact that they may spotted 
even through undilated pupil. Round 
oval breaks may observed the 
internal wall and not seem cause 
real retinal detachment long the 
external wall contains break (figs. 
and 

shows retinal folds 
and does not change appearance when 
the patient changes his position, may 
egg-shaped and sharply outlined, 
which case called retinal cyst (figs. 
and 4). probable that these retinal 
cysts have glial lining. other cases, 
retinocele contains one two periph- 
eral egg-shaped balloons which are con- 
nected flat elevation extending all 
around the extreme periphery (fig. 17). 
This called retinoschisis,* split- 
ting the retinal layers. the case 
retinoschisis, glial lining expect- 
ed, and the occurrence real detach- 
ment feared much more than the 
case retinal cyst. 

long retinoceles show signs 
very slow progress, demonstrated 
visual fields taken every three six 
months, treatment indicated. How- 
ever, real detachment may develop 
which will indicated the following 
signs: moving retinal folds appear 
the fundus, the field defect becomes 


the Greek word which means split, 
separation, 
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limits, instead the usual steep ones; 
retinal breaks are visible either the 
area affected the retinocele else- 
where. mentioned earlier, break 
the internal wall seems cause de- 
tachment long the external wall 
intact, but break forms the ex- 
ternal wall, detachment follows. Such 
most alwavs located near the ora serrata 
dialysis; that is, dialysis covered 
the thin internal wall (fig. 4). incom- 
plete retinal dialyses are not rare, some 
authors hold that most cases retinal 
dialysis the young are formed this 
inal detachment, operation indicated 
the prognosis generally good owing 
the peripheral location the breaks. 
Massive vitreous retraction, however, 
has been observed in such cases. 


where 


The differential diagnosis between 
primary detachment and detachment 
associated with choroidal tumor can 
made most cases without great 
culty, solid choroidal mass gen- 
erally seen under the 
Certain tumors, however, are associated 
with serous retinal detachment and 
such cases may create great diagnostic 
problems. The following points may 
helpful arriving the correct diag 
nosis (fig. >). 

case tumor, the detachment 
rarely retinal break. 
retinal folds are present, they move 
slowly though the fluid which they 


very shows 


were viscid, 

herent the most protruding portion 
the tumor, with 


detached retina is often ad- 


which mottled 


mal choroid and frequently shows small 
hemorrhages its surface. 
truding part the tumor may hid- 
den overhanging folds retina, 
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more extensive and acquires sloping 
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patch old chorioretinitis. Often 
such cases the diagnosis cannot made 
ordinary ophthalmoscopy. When 
adhesion between tumor and retina 
visible, solid mass may sometimes 
detected behind the detached retina 
the subretinal space. advisable 
use strong light for this purpose. 
When monocular ophthalmoscopy 
illumination will prove 
useful, but stereopsis il- 
lumination far better method de- 
tection. Indirect 
proves useful making the dark out- 
line the tumor appear more clearly. 

The existence choroidal mass 
can often detected transcleral 
transcorneal transillumination. 
choroidal collection blood be- 
nign choroidal melanoma cannot, how- 
ever, distinguished from malignant 
choroidal tumor this method. 

the tumor the upper part 
the fundus, serous fluid may sink 
the lower half, causing transparent de- 
tachment with retinal folds this area. 
When the patient sits up, there 
apparently 
ments the fundus; one above, due 
the tumor itself, and one below, due 
serous the patient lies down, 
the serous fluid shifts upwards and col- 
lects around the choroidal tumor. any 
case where two apparently unconnected 
balloons detachment are observed— 
one above, which unaffected the 
position, and one below, which 
moves upward when lies 
down 


two 


choroidal tumor should sus- 
pected. 

Usually, case choroidal tu- 
mor, the vitreous not degenerated and 
vitreous detachment absent. 

other organs may assistance. 


SUMMARY 
many cases, the early symptoms 
retinal detachment are: localized flashes 
light, often below and sud- 
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den increase vitreous floaters; and, 
not infrequently, vitreous hemorrhage 
moderate amount, which may obscure 
fundus details. When the detachment 
extends, gray cloud appears the 
field, and the light flashes dis- 
appear. 

and per cent all de- 
tachments occur myopes and, cases 
seen the writer, over per cent were 
patients. Slit-lamp examina- 
tion may reveal atrophy the posterior 
pigment layer the iris, which often 
indicates marked degeneration the 
extreme fundus periphery. the deep 
portions the vitreous, detachment 
the postericr hyaloid may found, 
which appears tense membrane 
stretched across the vitreous cavity. 
practically all cases retinal detach- 
ment, field defect may detected pro- 
vided one uses small test objects re- 
duced illumination. 


Ophthalmoscopy. direct ophthal- 
moscope used for fundus examina- 
tion, should have strong illumina- 
tion and wide range minus lenses. 
For examination the anterior portion 
the fundus, the writer uses binocu- 
lar indirect headband ophthalmoscope 
combined with scleral indentation. Oph- 
thalmoscopy should supply information 
the following points: 

the retina detached? The common 
signs retinal detachment are de- 
scribed. When the diagnosis doubtful, 
stercopsis, strong light for direct and in- 
direct illumination, observation pa- 
rallactic displacements, and indentation 
the sclera should employed. These 
breaks 

Extent the detachment. fair- 
recent cases, this serves rough 
guide determine the location the 
retinal breaks (fig. 21). demarcation 
line indicates that the detachment has 
been present for over three months and 
has remained fairly stationary. 


Location the retinal breaks. 
The characteristics retinal break 
are described, Diagnosis may difficult 
because hazy media, flat detachment, 
breaks are found either the equatorial 
region near the ora serrata. Equa- 
torial breaks are most often located 
the upper temporal quadrant; they are 
either tears holes occurring degen- 
erated areas. Breaks near the ora ser- 
rata cause detachment which, 
rule, progresses slowly. Usually they are 
one the following three types: 

Small and multiple, forming either 
tiny breaks related meri- 
dional folds. These often occur 
tients over years age and may 
associated with 
uveitis, posterior cortical cataract, and 
deep chamber This the tvpe 
retinal break most frequently ob- 
served aphakic eves with retinal 
tachment. 

Single retinal dialysis occurring 
young patients, predominantly affecting 
the lower temporal quadrant and having 

After direct nonperforating eve 
injury, there may multiple traumatic 
retinal that are often invisible 
unless marked indentation the sclera 
used. Concomitant avulsion the 
base the vitreous frequent. 

Status the macula. detached, 
the macula seldom recovers normal 
visual acuity. The differential diagnosis 
between macular and macular 
break helped the use 
illumination and stereopsis. 
ence macular operculum and the ex- 
istence central detachment which 
not explained other visible breaks 
point toward the diagnosis macular 
break. 

The status the vitreoretinal ad- 
hesions indicated three types 
fundus appearances, each one which 
makes the prognosis poor, The first 
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characterized tixed folds which may 
and generally located the 
equator, or stat shaped and located ei- 
below the horizontal near the 
The second massive vitreous 


ther 
macula 
retraction, which all the retinal folds 
are fixed, most them from 
the This occurs most often de- 
tachments long standing, after vit- 
reous hemorrhage moderate large 
amounts, and after retinopexy. The 
third fundus change that markedly in- 
tluences the prognosis the presence 
equatorial breaks with 


vex edges, 


Differential 
appears limited elevation smooth 
and thin retina, showing obliterated ves- 
sels, glittering spots like snowflakes and 
larger reflections that are sometimes 
visible through undilated pupil. The 

field defect has steep limits; 
usually retinal breaks are present, 
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and the lesion often nonprogressive. 

case choroidal tumor, there are 
retinal breaks the tumor has gray- 
ish surface and mottled pigmentation 
with small hemorrhages. The tumor of- 
ten forms dark mass which visible 
behind the detached retina and may 
it. Other indications are the 
coexistence some cases immo- 
bile upper balloon detachment caused 
tumor, and readily mobile lower 
balloon caused subretinal fluid; the 
absence vitreous degeneration; and 
the presence metastases other or- 


gans. 
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Figure detachment with vitreous 
hemorrhage 


history. Woman, age 49, with some 
myopic astigmatism; uncomplicated intracap- 
sular cataract extraction the right eye 


sudden dimming vision the same eye 
examination, blood was found 
vitreous and under the hyaloid. After few 
the vitreous became clearer as the blood 
settled along the ora serrata below. The origin 
the hemorrhage was traced back large 
retinal tear the upper temporal quadrant. 
Surface diathermy was applied over the tear 
and double line surface diathermy was 
made order connect the region the 
tear with the ora serrata 8:30 and 10:30 
The immediate postoperative course 
five weeks later, corrected 
vision was 20/50 spite some vitreous 
haze. The later course described under 
Figure 
Fundus picture. the upper temporal quad- 
retinal tear bridged obliterated retinal 
vessel and surrounded minimal detach- 
ment; several foci old chorioretinitis be- 
tween equator and ora serrata. 
ferior part the fundus: subhyaloid hemor- 
rhage; blood the vitreous, near the ora 


Figure Retinal detachment with retinal cyst. 


Clinical history. emmetrop- 
man with upper temporal detachment 
the right Good visual result after two 
operations. Four months after the second op- 
eration, recurrence with new retinal break 
the upper nasal quadrant, but the patient re- 
fused further surgery. 


Preoperative fundus picture. Two horseshoe- 
shaped tears and oval hole 
area where the retina was situ. the 
lower temporal quadrant, retinal cyst with 
several round holes and 
vessels its internal wall. the lower na- 
sal quadrant, several circumscribed areas 
quiescent chorioretinitis. Extreme periphery 
invisible account lens opacities. 
103) 


Figure Optical section eyes observed 
with slit lamp and strongly concave lens 
front the eye 
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COLOR 


PLATES 


(A) Superoposterior vitreous detachment 
limited wavy gravish line that well 
visible dark background but practically 
invisible the red background the fundus 
the writer’s opinion that this grayish 
line probably not the membrane 
similar but less marked grayish line 
visible below and immediately behind the lens 
(B) eye 70-year-old woman, 
who had been emmetropic; uncomplicated 
intracapsular cataract extraction was per 
formed 1944 with good visual result 
Tune 1947, she had retinal detachment 
operated without success. November 
1947, scleral resection was performed with 
good result and vision improved from count- 
ing fingers feet 20/200. The other 
eye was blind. Three and half years later, 
sudden dimming vision, suggestive 
recurrence detachment. Ophthalmoscopic 
examination revealed fundus change except 
for marked turbidity the vitreous 

lamp picture. Hazy vitreous containing 
many pigment granules; approximately the 
middle the vitreous cavity, clearly visible 
membrane which many grayish and pig- 
mented granules were deposited. This mem 
brane was stretched across the whole vitreous 
cavity and was adherent the retina the 
equatorial region, producing sharply out 
lined circular retinal fold all along the equa 
tor. Fortunately, the chorioretinal scar the 
previous retinopexies was located between the 
circular retinal told and the disc, 
venting the retina from becoming detached 
more posteriorly. When seen, this mem 
brane, which assumed the posterior 
hyaloid, was dense that the fundus could 
hardly seen with the slit lamp. Later, 
became more transparent, and vision returned 
its previous level 20/200. 
the membrane, the vitreous cavity appeared 
optically empty. (F.S., 


Figure Detachment with demarcation line 


Clinical history. woman, age 23, 
with poor vision the left eve for one year 
Extensive detachment operated twice, with 


improvement of vision trom counting fingers 


Fundus picture. Fairly flat detachment except 
below, and complete demarcation line border 
ing its upper margin. the lower temporal 
quadrant, retinal cyst extending over the pars 
plana, with obliterated retinal vessels and three 
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irregular breaks its internal wall. 
the convex border the cyst, tufts 
vitreous haze pointing towards the center 


cavity; the external wall the 
cyst had been torn the ora serrata and was 
retracted near its convex border, thus forming 
Other features 
irregular retinal hole small tear 
with operculum 9:30 macular cyst, 
scattered retinal hemorrhages, and pigmentary 


the vitrec us 


incomplete retinal dialysis 


degeneration of the extreme temporal per- 

iphery 

small circle, pupillary reflex, which was 
the area corresponding the retinal 

Figure Retinal detachment due choroi- 

Woman, age 71, with failing 

vision the right eye for one year. Pre- 

vious diagnosis: primary retinal detachment 

diagnosis: detachment secondary 

tumor. Enucleation. Pathological 


report (from Department Eye Pathology, 
Massachusetts Eye and Ear Infirmary) solid 
tumor, mm. diameter and 
mm. thick, the upper nasal quadrant, 


from the optic 
and macula. Microscopic examination 
melanoma the choroid with ex- 
extensions along posterior ciliary 
picture. Detachment two bal- 
upper one always present regardless 


flattened out when the patient was lying down 


loons were smooth and connected 


with each other area very flat 


ent which might have 
retinal breaks The upper balloon 
had been erroneously interpreted 
detachment surrounded demar- 
When examined with strong 

t creascopn ophthalme scopy, a che 
mass dark gray color, 
and with few hemorrhages 


detachment. one small area 
near its inferior border, 
crent to the detached retiia 


ipper balloon, 
the tumor was adl 
tumor 


Figure Bil 


lateral dialyses the 


etropic man, age 
for 
complaint 


tory 
one 
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the right eye. retinal dialysis 


was found, and both eyes were operated 
with good result. Vision the right eye 
remained normal, and the left, improved 


from 20/400 20/70. 


picture. the lower temporal quad- 
rant the right eye, incomplete retinal dia- 
lysis containing three complete holes; mini- 


mal retinal detachment. the eye, in- 
ferior detachment, with retinal dialysis 
6 lock (EXT. R. S 1086) 


Figure Retinal detachment with typical le- 
sions the region the ora serrata 


history. Emmetropic age 
with upper detachment the left eve, proba- 
bly one week’s duration. Operation was 
successful with vision improving from 20/200 
20/30 


nan, 


Numerous meridional folds 
above—especially above small 
dialysis 1:30 and 2:30 two small 
round holes the posterior extremity 
meridional fold and one round 
hole near the ora serrata 2:30 
\dvanced pigmentary degeneration all around 
the region the ora serrata, particularly be- 
(W. McK., 528) 


Fundus picture 


low 


Figure Typical retinal tears 


Ophthalmoscopic fields (inverted images) near 
the upper half the fundus 
retinal tear chorioretinal 
operculum floats the vit- 

tear; obliterated 
the detached area. 


the equator, 
Left 
degeneration 
reous the right the 
the border of 


area ot 


vessel near 
Right: typical horseshoe-shaped 
retinal flap attached the anterior border 


the tear, and retinal vessel bridging it. 


origin 


dialyses traumatic 


Multiple 


history. man, age 18, 
struck with finger the right 
twelve months before 
poor that time. Total detachment oper- 
ated successfully. 


Clinical 
was eye 
ision 


Since 


Fundus picture. Total fairly flat detachment 
Six visible: small large 
from 12:30 one between and 
and three small dialyses between 
and Except for the dialysis be- 
tween and o'clock, they were invisible 


without indenting the globe very markedly, 
were either very small flat and 
whitish ribbon hung the vitreous 


dimical vit 
with 
week before examinati 


we 
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the extreme periphery the fundus above 
and another below. Each ribbon was attached 
the ora serrata and pars plana both ends 
Clumps pigment the ribbons correspond- 
ed to ora teeth. These ribbons were proba- 
bly the vitreous base which was pulled off 
ora serrata and pars plana the blow. 
result the traumatic avulsion the 
vitreous base, flat dialyses were produced and, 
from 12:30 2:30 o’clock and from 4:30 
abnormal pigmentation the 
ora serrata and pars plana had occurred. The 
epithelium, over the pars plana, was 
detached the upper temporal and 
lower nasal quadrant. 1402) 


Figure 10. Scleral indentation the equa- 
region 


Case retinal detachment where 
breaks could found owing mostly vitreous 
haze 


Ophthalmoscopic fields (inverted images) 
the equatorial region, the upper half 
the fundus. Left: scleral indentation; the 
retina detached and appears thinned front 
area quicscent chorioretinitis. Right 
scleral indentation makes the retina appear 
much more two obvious holes are seen 
on the edge of the degenerated area. (A.K., 


495) 


Figure 11. Macular lesions observed with 
lamp and highly concave lens front 


the patient’s eve. Fundus from 


history. Emmetropic 
man, age 54, with spontaneous temporal de- 
tachment two weeks’ duration the right 
horseshoe-shaped tear the 
equator detached macula with 
uced counting fingers one and 


half feet, and macular cyst Reattachment 

llowed application surface diathermy over 
the equatorial break. One month later, real 

hole had formed and was surrounded 
and very flat detachment, but 
spite vision had improved from counting 
fingers one and half feet 20/200 


pictures. (A). Macular cyst before 
peration. was little smaller than the 

and half filled with blood. Above the 
blood level, the thin internal wall the cyst 
was visible only 
I ] it cast a hazy 

streak the choroid 
fter operation. The internal wall 

had ruptured, and blood 


beam 


The defect had slightly rolled-up edges, 
the beam light cast clearly outlined streai 
the complete macular hole 
present, causing flat perimacular detachment 
795) 


(C) Clinical history. Emmetropic man, age 
20, with spontaneous detachment the left 
eve, described under figure and cystic 
macula 


Fundus picture. The thin internal wall the 
macular cyst was visible only 
the left, the beam light 
cast hazy streak the choroid. The out- 
line the cyst was irregular and there was 
suggestion three smaller cysts below the 
large one. 855) 


history. boy, age 12, was 
hit the right eve with baseball bat three 
ago; poor vision for least one year 
breaks the upper temporal quadrant near 
the equator, and macular tear. After dia- 
thermy was applied over all the breaks, 
cluding the macular tear, the retina became 
reattached and central vision improved from 
counting fingers feet 20/100. 


picture. The macular tear was about 
the size the disc and operculum was 
clearly visible the right. The edges 
the tear were sharply outlined 
rolled up The beam of light cast a clear-cut 
streak the choroid, the bottom the 
tear. (C.C., S. 1768) 


Figure 12. fixed fold 
with rolled-up edges 


Moderately myopic woman, 
age 46, with limited detachment approxi- 
nately three weeks’ duration, right eye. 
retinopexy was performed with 


mprovement 


picture. equatorial retinal 
breaks from 9:30 three them 
having convex edge. Between 
and two thin areas, also bordered 


were probably breaks 


by a rolled-up 
the process formation. Several other breaks 
near the ora serrata between and 
‘clock From 9 to 10:30 o'clock, circular 
fixed fold the anterior border the breaks 
Tufts vitreous haze, pointing 
enter the globe, were attached the 
vessels 11:30 near the 
ora serrata; small retinal hemorrhage near 
the equator 9:30 1380) 
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Figure Retinal detachment with star 

aped folds 
histor man 58, 
with spontaneous retinal detachment nine 
duration, and two star-shaped fold 


retinopexy, vision improved from count- 


fingers feet 20/80. The star-shaped 
folds flattened out completely but, even twelve 
months after the operation, there 

treous haze the region their 


picture. Subtotal detachment with one 
horseshoe-shaped tear near the equator 

Two small star-shaped fixed folds 
the inferior part the fundus made the 
prognosis rather poor. Other features: sev- 
eral circumscribed areas old chorioretinitis 
near the ora between and me- 


ridional fold and small hemor- 


rhawes at the posterior end of this fold. (B.L., 
1020) 


Normal ora serrata seen in- 
lirect ophthalmoscopy and indentation the 

lera middle-aged subject (inverted im- 
iges). 


Left: normal ora serrata nasally. Deep scal- 
ops and marked ora teeth, bordered by a Nnar- 
row pigmented band; minute meridional ele- 
tions, over the ora teeth and slightly an 
terior them are beginnings meridional 
retina near the ora not sign retinal 
detachment. Anteriorly, the pars plana 
pears dark, and few ciliary processes are 
Indentation creates shadow that ap- 
pears narrow dark band bordering the 


ndented 


Right: normal ora serrata temporally. The 
limit the retina forms almost 
traight line; the peripheral retina itself has 
granular appearance owing probably cys- 
degeneration. The pigmented 
broad, encroaches the pars plana and its 
interior border is scallope d 


Figure Massive vitreous retraction 


history. (See figure 1.) Six weeks 
after retinopexy, the patient’s vision suddenly 
dropped hand movements feet. Fundus 
examination showed massive 
tion. scleral resection was performed with- 
ut improvement 


Fundus picture. Typical massive vitreous 
traction: numerous fixed folds radiating from 
the region of the disc; circular fixed fold 
with many whitish peaks protruding into the 
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vitreous, along the below; total de- 


tachment except for the treated area The 


tion the original tear was easy 
recognize because its flap was still protrud- 
ing the vitreous the middle the 


treated area, and obliterated retinal vessel 
was connected with it. New retinal breaks 
near the treated area at 9 and 10 o'clock. The 
subhyaloid hemorrhage had largely disappear- 
except for three small clots and for blood 
along the circular fixed fold. Blood, which 
near the ora serrata below, ap- 
peared unchanged (H.B., R. S. 674) 


Figure 16. Typical retinal holes 


Ophthalmoscopic fields (inverted images) near 
the equator the upper half the fundus 
Left: detached retina with five holes vari- 
ous sizes degenerated area. Right: detached 
retina with six holes various sizes area 
affected lattice-like degeneration. This type 
degeneration characterized white lines 
arranged lattice, and several these 
lines are partly completely obliterated ret- 
inal vessels 


Figure 17. Retinoschisis 


without complaints, was referred the Retina 
Service with diagnosis retinal detachment 
the lower temporal quadrant, right eye 
examination, was found 
with similar but less advanced changes the 
other eye. This patient was kept under ob- 
servation for twelve months 


changes 


Fundus picture the lower temporal quad- 
rant, bulla with snowflakes 
vessels; smaller bullous elevations the up- 
per temporal quadrant and 
peripheral band lesser elevation all around 
the periphery. Meridional folds the upper 
nasal quadrant, ora teeth and the convex 
border several ora bays. Tiny cysts along 
the ora serrata, temporally (ophthalmoscopic 
picture cystoid degeneration). retinal 
break found. (F.W.F., 1209) 


Figure 18. Detachment the ora serrata (in- 


verted images) 


posterior the ora serrata, and forms folds 
the detached retina. They are particularly 
marked the area the shadow created 
the indented choroid. Right: 
when the sclera indented directly over the 
serrata, with shadow the indented 
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7 
tance between the shadow an 


the upper limit 
retina), indicating that the retina 
is detached at the ora serrata and that the 


the ora have been torn off their in- 
sertion the choroid. The ciliary epitheliu 
covering the ora bays probably also 
tached. from the choroid. -The detached retina 
ilar, probably owing cystoid degen 


Peripheral detachment in a high 


tory. Woman, age 42, with diop- 
ters myopia the right eye; vitreous 
hemorrhage moderate amount, six weeks 
before first visit. When examined, blood 
absorbed but smooth 
chment was found between 
the equator and the serrata, the 
upper half the fundus. Retinopexy was 
followed three months later new retinal 
break and detachment the disc side the 
perative scar. After reoperation, large 
vitreous hemorrhage occurred, followed 


massive vitreous retraction and loss useful 
vision. The left eye had similar lesions but 
was not operated on. 


Preoperative fundus picture. Peripheral de- 
tachment walled off the disc side myopic 
chorioretinal degeneration along the equator. 
Retinal breaks 11, 2:30, and 
Obliterated retinal vessels the detached area; 
peripapillary and macular chorioretinal atro- 


Figure 20. Diagnosis smooth, flat de- 


tachment 

Ophthalmoscopic field the equatorial region 
(inverted image). the upper part, de- 
tachment; the middle part, detachment 
causes fuzziness the choroidal pattern and 
retinal vessels cast visible shadow the 
choroid. The lower part not illuminated 
directly the beam the ophthalmoscope 
but by light reflected from the choroid. This 


indirect illumination renders readily visible the 


cobblestone appearance the flatly detached 


retina. 


Figure 21. Relationship between extent de- 
nent and location retinal breaks, 


relatively recent cases. 


detachment affecting one upper quadrant 


RETINAL DETACHMENT 


detachment affecting both upper quadrants 


often results from break near 


detachment affecting one inferior quadrant 
and both inferior quadrants and 
may produced either break (gen- 
erally retinal dialysis) along the meridian 
bisecting the retinal detachment and 
break the upper portion the 
detachment and F). 


ballooning inferior detachment often the 
result break one the upper quadrants, 
usually the upper temporal such case 
detachment the upper quadrant may 
tremely flat and escape notice 


total detachment generally results either 
from breaks near (H) from 
breaks several meridians 


Figure lines. 


(A) Emmetropic man, age 40, with blur 
the right eye, one month before examina- 
tion. Detachment with retinal dialysis the 
lower temporal quadrant. Incomplete demar- 
cation more marked the periphery. 
with visual improve- 
nent from 6/200 20/40. 931) 


(B) Young girl, age 11, with moderate myopic 
astigmatism. Inferior detachment the right 
eye with complete demarcation line involving 
the macula; small break the 
meridian. Successful retinopexy with result- 
ing vision 20/30. other eye, similar de- 
tachment not operated on, with massive vitre- 
ous retraction and loss all useful vision. 


(C) Woman, age 30, with temporal detach- 
ment the left eye, retinal dialysis the 
lower temporal quadrant and complete demar- 
cation line. After successful retinopexy, 
appreciable visual improvement. 
117) 


(D) Emmetropic man, age 20, with poor vision 
the left eye for one year. Detachment with 
numerous small breaks near the ora serrata 
the lower temporal quadrant. Several de- 
marcation lines; one almost complete except 
the disc, and two others, the lower 
nasal quadrant, are incomplete. Successful 
retinopexy without improvement central 
vision owing large macular cyst, pictured 


choroid the ora bays. Considerable increase ften shows break the superior part 

the the retina (dis the detachment (A) 

(B) 

eration. 

Figure 

7 

: 

: 

: 


415 CHARLES SCHEPENS TRANS. AMER. 


ACAD. OF 0. &0 


etropic 13, with det netropic man, age 38, with detach- 

unknown duration the right eye ment years’ duration the right eye 
wer tempor was total with breaks near the ora serrata 

lrant and several mplete more les and and several 
parallel demarcation lines near the edge demarcation lines that had the past been 

the detachment. retinopexy mistaken for foci regular chorioretinitis 

poor visual result owing macular cyst Successtul retinopexy without visual improve- 


duration, with massive vitreous retrac- 
tion. Deep chamber glaucoma both eyes 
660) 
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Tue first step the actual treatment 
retinal detachments the all impor- 
tant localization all the retinal breaks 
that operation can properly 
planned close obliterate them. 
important localize the break breaks 
once because due settling out 
the retina, they may disappear from 
sight subsequent days. 

The simplest way localize the ret- 
inal breaks accurately means 
hand perimeter such the Schweiger 
and localization table such devel- 
oped Stine. 

The perimeter held front the 
affected eve the patient (fig. 1), and 
possible, fixes the center mark 
the perimeter with this eye. the vision 
the affected eye too poor for this, 
must fix with the good eye. However, 
when this done, order have the 
affected eve properly centered the 
perimeter the patient must fix off cen- 
ter with the good eye. simple device 
for accomplishing such fixation cot- 
ton-tipped applicator fastened the 
perimeter that the well eye will look 
far enough one side center the af- 
fected eve accurately the perimeter 

The observer next finds the tear with 
the ophthalmoscope and then moves 
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slowly away, while still focused 
the tear changing the lenses 
the ophthalmoscope keep the 
tear sharply When just 
far enough away, the arm the perim- 
eter swung around until comes into 
the path the beam the ophthalmo- 
scope light. Now two notations must 
made once, the meridian and the de- 


FIG. 1--Localization with hand perimeter. This 


ne fixie ‘ center ood eye, ob 


r focused on tear, and arm of perimeter swung 
into beam of light from ophthalmoscope 

grees arc. The meridian indicated 
the hub the perimeter, and this, 
necessary, can easily transferred 
the eyeball the time The 
degree arc the perimeter arm 
where the ophthalmoscope light strikes 
must also noted once. Then with 
the appropriate table such 
Stine’s (table 1), these degrees can 
translated into the number 
meters one must measure back from the 
limbus the proper meridian locate 
the hole accurately. 
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soon possible the patient should 
put bed with binocular bandage 
for several days before the operation, 
the chance settle out. 
very important. the bullous 
unfolds, retina 


invisible 


retina 


seen and new 


detachment 
holes may found. Localization should 
again made, the hole may shift 
degrees. With the retina nearly 
back place, operation much easier 
and more certain, as all operative steps 
can followed more easily and with 
this assistance cannot overempha- 
sized. 

The patient’s head should placed 
such position that the region the 
principal retinal break breaks 
example, with break the temporal 
part the right eve the head turned 
the right. With tear the nasal side 
the right eve, the head turned 
the left. For breaks the upper half 
the eve, the head should reason- 
ably flat, but small pillow allow- 
upon turn the eye far enough 
that the upper half the retina will 
dependent practically possible. 
Shock blocks under the foot the bed 
are entirely unnecessary, well most 
the patient. For 
breaks inferiorly, the patient 
raised medium high posi- 


tion as seems indicated. 


Sometimes the detachment practically 
disappears overnight and then, the 
tears have not been localized, may 


TRANS. AMER, 
ACAD. OF O. & O. 


PISCHEL 


(Modified 
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very hard other times the ret- 
ina settles out slowly, day day, Some- 
times the detachment remains stationary 
for hours, then suddenly recedes. 
least hours preoperative bed rest 
should planned. However, the ret- 
ina has not receded six seven 
probably would never recede it- 
self. But even many these refractory 
cases can be cured. 

This perhaps the proper place 
speak the futility so-called con- 
treatment retinal detach- 
ment. Unfortunately some men still try 
bed rest many weeks, compression 
pilocarpine sweats, hoping 
that these conservative treatments may 
some good, agreed all work- 
ers that this not only the sheerest 
waste time but also jeopardizes the 
patient’s chance for successful cure 
through early operation, for only 
operative means that simple detach- 
ment can cured, 

Taking the operative treatment 
retinal detachment, the question arises, 
“What operations can cure retinal de- 
tachment, and how they it?” 


Any operation that cures retinal de- 
tachment does closing the retinal 
Five requirements must 

exudative choroiditis must 

pre 

must produced the proper 

place. 
The retina must brought into 
contact with this choroiditis 
that the edges the hole tear 
will touch this exudate. 
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RETINAL 


quietly contact until firm ad- 
hesion between retina and choroid 


This adhesion must watertight. 


Any that fulfills these re- 
quirements will cure detach- 
Either actual cautery, chemicals, 
diathermy, electrolysis, 


Shahan can used, 


How retinal break closed? Some 
the older writers were the impres 
sion that one cauterized the retina itself 
and thus sealed the break. This not 
SO. Any cautt ry or active electrode 
touching the retina will make hole 
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scar. The 
ideal operation for accomplishing this 
one that can accurately controlled, 
set fairly constant exudative 
choroiditis, and one that can 
curately localized and easily pertormed 
with simple apparatus. 

consensus opinion present 
that the diathermy current 
plest, safest, and regulate 
dosage. Present day diathe 
paratus simple, reliable, inexpensive. 
The coagulating current most com 
monly used and here the frequency 
should between 750,000 
OOO per The cutting current 
perhaps just effective, but care must 


Clo retinal break (diagrammatic (A) Histologic cross sections, showit 
inder retinal breal (B) Retinal break incorporated into atrophic healed scar 
it. This frequently seen when long used prevent unnecessary destruc- 
electrodes are used. Then this new tion tissue. using the coagulating 
must closed the exudate produced current, the milliamperes should kept 
usually does occur the retina settles The length time the cur- 
hack. But the retina does rent allowed flow should short, 
back, there new retinal hole perhaps two three seconds most. 
subsequent operation. These values will vary somewhat with 
different makes machines. There will 
whatever the name, closed incor- appreciable ith the 
porating watertight machine different localities be- 
dal produced the operative cho- cause the considerable variations 
roiditis and B). The preretinal the actual voltage the current the 
fluid then can longer get under the hospital, rated 110- 
retina and lift from its tenuous at- volt 


tachment the choroid. Thus cure 
simple retinal detachment, each and ev- 
ery retinal break must closed 


The operator must learn know his 
the final analysis, clinical 
experience necessary uni- 
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formly consistent results. Here several 
points importance should men- 
tioned. The most reliable criterion 
the appearance the retina after mak- 
ing diathermy contact the sclera. 
The appearance the sclera also 
helpful evaluating the action the 
current. The ease with which elec- 
trode penetrates into the sclera an- 
other helpful guide the proper 
amount current. 

For example, the speaker has found 
that several different machines 
the so-called Walker unit, manufactured 
the Rose Company, milliamperes 
current applied for two seconds 
through partially penetrating electrode 
will produce very consistent retinal 
appearance and result the production 
sufficient exudate almost all cases. 

There are two points view oper- 
ating. The first little pos- 
the eve will safely tolerate. 

To do as little as possible, one endeav- 
ors close the tear hole, and treat 
nothing else. The advantage minimal 
trauma evident (plate fig. 1). The 
disadvantages are that one can miss 
small adjacent hole even part big 
hole, leave untouched degenerated 
area retina which may tear later. 

much possible one not 
only surrounds the hole itself but ex- 
tends the barrage include any degen- 
erated area retina suspected ret- 
inal break; but one does not treat the 
whole area the detachment. 

With this second system one can treat 
area extending more than half-way 
round the globe, thus including num- 
ber breaks degenerated areas 
(plate fig. 2). 

not possible today describe the 
considerable number variations 
technic employed successful opera- 
tors. all have common the ful- 
filling the five conditions mentioned 
previously. 
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the technic diathermy opera- 
tions there are three different ways 
using diathermy electrodes, The first 
surface coagulation alone with 
trephine opening through the sclera, 
with one two large small dia- 
thermy punctures for drainage. The sec- 
ond use perforating electrodes 
which provide many fine openings for 
drainage, great advantage. The third 
almost combination the two oth- 
ers, using special partially penetrating 
electrodes for surface coagulation in- 
stead flat surface electrodes and also 
number, 12, perforating elec- 


trodes. 


The advantages the first technic, 
surface coagulation, are that the field 
dry, the eyeball firm, and the applica- 
tion the electrodes easy. One dis- 
advantage the uncertainty tran- 
scleral dosage, and another the diffi- 
culty encountered draining subretinal 
fluid. one large opening made, 
with trephine one large diathermy 
electrode, the sudden gush subretinal 
fluid through this opening may sweep 
the retina into, and partly out of, this 
opening. the retina ruptures, formed 
vitreous will escape. such cases there 
are great possibilities big hemor- 
rhages and the development retinitis 
with its bad consequences. 
Furthermore, the retina, drawn into the 
opening, will put the stretch and 
will develop stiff folds, pulling from 
its Therefore, these large open- 
ings are condemned. 

much better way obtain drain- 
age with this method make one 
sclera, within the diathermy barrage, 
down the choroid. The exposed cho- 
roid can then carefully perforated 
with fine diathermy needle. The sub- 
retinal fluid can then slowly escape 
through these openings. This technic 
obviates the great disadvantages just 
mentioned. However, the fact that sur- 
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face diathermy usually causes much 
more tissue necrosis and widespread 
atrophy the retina and choroid still 
disadvantage. 

The advantage perforating dia- 
thermy, usually performed with one 
electrode, easy application and very 
good drainage with little tissue damage 
retinal atrophy. The disadvantages 
are that the gets soft, the field 
wet, which makes for uncertain dos- 
age, and the retina often injured 
comes contact with the long electrode 
more and more the subretinal fluid 
escapes. number tiny electrodes 
micropins are used, such Safar, 
Walker and have advocated, each be- 
ing left place until all are in, some 
these disadvantages disappear, but 
the technical difficulties putting 
pins are great. Furthermore, while 
the possibility perforating the retina 
much less, the danger making some 
new holes remains. 


The advantages the third technic, 
with penetrating electrodes, 
are that the field dry, the application 
easy, each one makes easily seen 
mark the sclera with each contact, 
thus, helping orientation, and finally, the 
perforating electrodes give sev- 
eral different points for gradual and 
adequate drainage, 


this symposium the writer will de- 
scribe only one operative routine which 
has proved satisfactory for number 
This technic uses partially pene- 
trating electrodes for the major portion 
the coagulation, combined with 
drainage. 

The advantages the partially pene- 
trating electrode over the plain flat sur- 
face electrode are several. The small 
point extending from its flat surface al- 
lows one push the electrode far into 
the sclera. Then cannot slide around, 
dissipating the current over appre- 
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ciable area of sclera. The point also 
carries the current through the sclera 
towards the choroid, which where 
need the current insult the choroid 
that will produce the desired exudate. 
This electrode, once entered into the 
sclera, can used almost tenacu- 
lum, rotate the eye further secure 
still better exposure, 


FIG. 3-——Partially penetrating electrode with 1.0 mm 
point; small Pischel pin for perforating diathermy 


For the above-mentioned operative 
routine, the Kronfeld electrode the 
author’s electrode, usually 
short 0.5 millimeter point, used for 
the partially penetrating surface coag- 
ulation (fig, 3). 


some cases, when the sclera 
thickened tissue, electrodes with 
longer points, such 1.0 1.5 mm., 
may needed for the partially pene- 
trating applications. 

When these are completed, Walker’s 
micropins the author’s pins with 1.0 
1.5 mm. points are needed 
forate the sclera. some extreme cases 
2.0 mm. point may necessary. 
Other special instruments include Lind- 
ner’s localizing dial, Walker’s rake ruler, 
the Arruga retractor, curved scleral 
ruler, and thin and narrow insulated 
plastic retractors. For macula holes, 
self-illuminating plastic Arruga retrac- 
tor (Berens) helpful. 

the actual operation itself, can 
performed satisfactorily under gen- 
eral local anesthesia, although the 
writer prefers general anesthesia. For 
general anesthesia, avertin full dos- 
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Marking horizontal meridian. This should 


age, 100 mg. per kilogram body 
weight excellent. Intravenous pento- 
thal sodium preferred others. Good 
medication hour before the operation 
necessary, such dilaudid hydro- 
chloride, 1/32 grain, morphine, 
yrain plus scopolamine, 1/200 1/100 
grain. With the addition local anes- 
thesia, described below, this ex- 
cellent 

For local anesthesia, preoperative 
medication mentioned above together 
with nembutal, grains, satisfactory. 

The pupil must maximally dilated 
preoperatively facilitate the frequent 
fundus inspections which are utmost 
Pontocaine instilled for 
topical anesthesia. Then per cent nov- 
ocain injected for akinesis, according 
Van Lint. The horizontal meridian 
marked the limbus scratch with 
needle dipped gentian violet 
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FIG. exposure operative field. Note 
generous conjunctival incision with silk sutures 
holding conjunctiva free from operative field. Mus 
cle has been tenotomized. White silk sutures in 
muscle stump and in neighboring muscle insertion. 
Lid suture in upper lid. 

Next cc. retrobulbar injection 
novocain with epinephrine should 
made. considerable manipulation 
muscles expected, additional injec- 
tion along the muscles desirable. 

For operation, canthotomy advis- 
able most cases. Next, generous 
conjunctival incision advantageous. 
The peripheral conjunctival edge should 
secured with black silk sutures, which 
are then fastened with mosquito clamps 
and allowed hang over cheek, fore- 
head, ete. All this helps give excellent 
exposure. The sling sutures white 
silk are now put around the exposed 
muscles and the muscle insertion 
tenotomy was performed. Use white 
silk and curved identify 
them and separate them from the black 
silk conjunctival sutures. doubt 
about adequate exposure, cut off mus- 
cle after securing with double-armed 
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suture. not hesitate tenotomize 
muscle. The great help this gives ex- 
posure cannot overemphasized (fig. 
5). Rarely will 
phoria heterotropia develop from this 
alone. Very 
can come from the scar tissue and 
hesions between muscle and sclera even 
without This especially true 
after repeated operations. 


scleral surface directly with the aid 
the ophthalmoscope (fig. 6). For this 
easy technic for using the ophthalmo- 
scope needed.* The assistant inserts 
Arruga retractor spoon over the 
approximate the tear. The opera- 
tor looks into the eye with powerful 
ophthalmoscope and locates the 
The ophthalmoscope beam can seen 
the assistant surprisingly small 


FIG. 6—Diagram of direct localization, showing Arruga retractor baring 
sclera, and light from ophthalmoscope showing on sclera. 


The speculum can now removed, 
affording still better exposure. Next 
lid suture should placed either the 
upper lower lid, whichever will 
best, that the lid can kept over the 
importance keep the cornea covered 
that will remain clear. 

After adequate exposure assured, 
direct localization each break made. 
Direct localization means localizing the 
position the retinal breaks the 


*The best ophthalmoscope for this is one like the 
American Optical Giantscope. It can be satisfac 
torily draped with an ordinary cord cover, to whose 
end a considerably wider hood has been sewn. This 
hood hangs back over the cord cover so that when 
the ophthalmoscope has been threaded through it, the 
head protrudes beyond the hood. With the hand 
grasping the encased scope, the hood covers the 
gloved hand to protect it from contamination by the 
user’s face (figs. 8 & 9). 


spot light the sclera. then 
marks this spot with the tip appli- 
cator dipped gentian violet, thus lo- 
calizing the tear accurately. sterile 
caps and masks are worn, this maneuver 
easily performed without contaminat- 
ing the field (fig. 7). 

Sometimes due lens opacities 
vitreous opacities, direct localization 
not possible. Sometimes the cornea be- 
comes hazy, again making direct local- 
ization impossible, This corneal haze 
may due using cocaine instead 
pontocaine, exposure during the 
Covering the cornea with the 
lid means lid suture, men- 
tioned above, the best method not 
only correcting this condition but 
avoiding corneal exposure. the cornea 
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hit; localizatior Assistant marking 


tor dipped in gentian violet. 


must exposed for any period time, 
upon will help maintain its clarity. 
The various solutions recommended 
the literature for use when the cornea 
clouds not seem help clear the 
cornea permanently for repeated fundus 
observations, 


due one the above reasons, 
direct localization impossible, use 
made the data obtained with the per- 
imeter for indirect localization. The 
meridian can estimated the eye. 
better use the Lindner localizing 
The pointer set the proper 
meridian, the dial held the eye over 
the cornea, with great care being taken 
get the horizontal marks the dial 
coincide with the gentian violet marks 
which mark the horizontal meri- 
dian the The meridian can thus 
very accurately marked. The distance 
from the limbus millimeters, also ob- 
tained from the perimeter and the Stine 
table, measured the proper meri- 
dian, and the tear thus localized with 
great acc uracy. 

With the location the retinal break 
marked, coagulation the choroid 
begun. 


With some types diathermy ma- 
chines well, just before starting 
apply the diathermy for the first time, 
turn the machine with the foot 
switch for considerable number sec- 
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onds order warm the tubes 
the machine, 

The placement the diathermy ap- 
plications utmost importance, for 
success operation depends the 
precision placement the coagulat- 
ing points. And precision can only 
obtained with adequate exposure. There- 
fore, well state again that gen- 
erous conjunctival incision essential 
and that temporary tenotomy one 
muscle should done without hesita- 
tion. 

Another reason for good exposure 
that only this way can vortex veins 
easily seen and scrupulously avoided. 
Coagulation even rupture the 
extrascleral portion vortex vein 
calamity. The hemorrhage resulting 
from rupture may troublesome, but 
can stopped adequate coagula- 
tion the end the The great 
danger coagulating the ampulla 
vortex vein, which can easily happen 
with poor exposure. still greater haz- 
ard that putting perforating elec- 
trode through the ampulla. either 
case, marked hemorrhage into the eye 
may result, which usually results 
complete failure for the operation. 
Many the massive intraocular hem- 
orrhages reported some ophthalmolo- 


LEGENDS FOR COLOR PLATE 
Figure 1—Minimal treatment. The exudate 
just includes the retinal tear, and healing, 
the choroiditic scar was just 
enough seal the tear 
Figure 2—Healing diathermy 
rounding three retinal breaks, and walling 
the affected area of retina 
Figure 3—Fundus view after three diathermy 
applications. Note three whitish spots, cen- 
tral retinal tear. One has black center be- 
cause too much current was used. 

Figure 4—Fundus view with pilot pin. Par- 
tially penetrating applications not show up, 
but perforating pin has touched retina 
Figure 5—Fundus view. Double barrage com- 
pleted 

Figure 6—Fundus view. Double barrage com- 
pleted and circle perforating pins 
around tear. 
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ophthalmoscope. This hung from 
bracket on switch box, which holds diathermy ma 
chine Switches box control operating lights and 
ophthalmoscope. 


gists are due this avoidable accident. 
Strict adherence the rule co- 
agulation over vortex vein its am- 
pulla has made massive intraocular 
hemorrhages very rare our cases. 


Conjunctiva and Tenon’s capsule are 
retracted with nonmetallic Kronfeld re- 
tractors. The field should wiped dry, 
preferably with applicators wrung out 
distilled water. Two three applica- 
tions are now made just back the tear 
with the partially penetrating electrode, 
spacing them millimeters apart 
(fig. 10). not necessary, and per- 
haps even harmful, make the ap- 
plications very close together. 
causes increased necrosis the sclera 
and widespread atrophy the choroid 
and They should spaced with 
great regularity, however, avoid any 
break the ensuing barrage. Current 


FIG. for using ophthalmoscope sterile 
Note how gloved hand protected. 


below milliamperes for two 
three seconds almost always sufficient 
produce proper coagulation, but 
stated previously, 
will dictate the proper amount, Enough 
current time should 
used get good reaction, but more 
than necessary should used. Over- 
treatment should scrupulously avoid- 
ed. Many eyes are lost because the op- 
erator his uncertainty decided that 
little current was good, lot more cur- 
rent was better. 

After the first two three applica- 
tions have been made, the fundus in- 
elevated, these coagulations will show 
the fundus round white areas 
the retina, looking almost like “cot- 
ton-wool patches.” one sees them, one 
can tell whether the coagulation being 
done the correct place not (plate 
fig. 3). correct, further coagulation 


was not possible see the coag- 
ulated areas around the tear the be- 
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ginning the coagulating, perforat- 
ing pin Walker pin can 
put over the tear “pilot pin.” This 
almost always can seen and allows 
for proper orientation plate 4). 
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most satisfactory and safest barrage 
(fig. 11). One wants sure 
back far enough get well behind the 
tear. fundus inspections are 


FIG. 10-—-Diathermy aplications on sclera. Three 
applications have been made. The mark localizing 
the retinal hole on tl sclera is just anterior to the 
west 


the pin has not made white spot 
the retina, can usually seen 
object behind the translucent 
retina, and thus its position accurately 
localized relation the fundus de- 
tails. even this fails, localiza- 
tion” can done. this the irre- 
placeable Arruga retractor used be- 
fore when the break was localized, but 
now the assistant tells the operator who 
looking into the fundus when the oph- 
thalmoscope light the pin. Thus 
the operator can localize the position 
the pin relation the fundus details 
and orient himself properly. the rare 
cases which even this cannot done, 
the location the applications will have 
done blindly, according the data 
obtained from the localization found 
with the perimeter. 


When the operator 
oriented, further coagulation done, 
placing the new applications 
surround the breaks tears and any 
additional area retina indicated. The 
applications are spaced regularly and 
double row applications makes the 


FIG. 11--Double barrage of partially penetrating 
electrode almost complete 


the barrage. This point cannot over- 
Look, look, look! This 
very important. 


the retina elevated diopters 
less, the coagulations show white 
areas the retina almost like large cot- 
ton-wool patches. Sometimes they have 
tiny black spot the center, which 
probably the retina burned too 
much diathermy current. Too much dia- 
thermy may also cause the formation 
bubbles. The visible coagulated spots 
should form regular, evenly spaced 
barrage. some are very faint, more 
current may applied. Where the ret- 
ina considerably elevated, the appli- 
cations may not show the fundus. 
may necessary measure the 
sclera the distance the applications 
from the limbus sure one has gone 
back far enough place the applica- 
tions properly, The barrage should also 
carried forward the ora serrata, 
which about millimeters from 
the limbus. 

one the applications accidentally 
perforates and drains, isolated pin, 
such the Walker Pischel, can 
put act plug. This usually stops 
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FIG, 12 


barrage 


Putting in perforating Pischel pin, within 


the leakage and keeps the field dry but 
does not hold very tightly, thus requir- 
ing care further manipulations the 
globe. 

After the barrage completed, 
perforating applications should 
made (fig. 12). The Walker pin 
Pischel pin can used for this. The 
pins should placed around the tear 
within the nonperforating barrage and 
not outside (fig. 13). This very 
important for the following reason: 
perforating electrode touches 
forates the retina, new hole made 
the retina, This must sealed the 
exudate from the diathermy; and the 
amount exudate course greatest 
within the barrage, that the chances 
closing such newly produced hole 
are best this 


There another reason for putting 
the perforating diathermy punctures 
around the retinal breaks. well 
established that the perforating dia- 
thermy electrode produces the firmest 
scar. The union between retina and cho- 
roid (and sclera) resulting from the 
perforating applications much strong- 
than that produced nonperforat- 
ing diathermy applications. wise 
have the strongest adhesions around 
the retinal break where the continued 
pull vitreoretinal adhesions most 
likely occur. 
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perhaps best not place any pins 
directly over large break. the retina 
settles down that such perforation 
not covered any retina, 
permanent fistula may result, with en- 
suing acute hypotony and its 


sults, 

not necessary far beyond 
the nonperforating barrage get under 
the area highest retinal elevation 
order obtain drainage 
point. The whole subretinal space 
connected, that the subretinal fluid 
from any location can flow towards the 
perforations made around 
break and drain out there. 

Now the area directly over the retinal 
break should treated with nonper- 
forating diathermy, and room exists, 
applications should made over the 
base horseshoe tear. 

all important fundus examination 
should now made, sure the ret- 
inal breaks are well surrounded the 
diathermy coagulations, and sure 
there are gaps the barrage (plate 
figs. and 6). the retina had settled 
out well preoperatively, almost all the 
diathermy applications will show well 
the fundus and one can easily see 
whether the barrage properly placed. 
the retina still quite elevated, 
becomes more during the manip- 
ulations the operation 
quent occurrence), 


FIG. pins around retinal break. 
x 


DOHRMANN PISCHEL TRANS. 


Pits. 14 - Diag o ulty action of large trephin 
through selet Fluid rushing out through 


points will not show up. This frequently 
the case around horseshoe tears which 
are being held the pull the vit- 
reous. such cases the operator must 
judge the location the barrage the 
position the perforating pins seen 
the the pins are seen 
the tear, and the sclera the nonper- 
forating barrage well posterior the 
pins, all well. not, further coagula- 
tion must done further posteriorly. 
this time also any doubtful areas are 
further coagulated. 


all well, the perforating pins are 
now withdrawn, Usually most, but not 
all, the holes drain. additional 
drainage desired, fluid may as- 
pirated through these openings with 
eye dropper. 


drainage occurs, sometimes 
happens, what the explanation? The 
sclera may exceptionally thick that 
the pins have not perforated. Perhaps 
the subretinal fluid may coagulated, 
specially around holes, the subretinal 
too thick drain easily, the 
holes are plugged some other manner, 

What should done? The answer 
this question variable. Nothing need 
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FIG; ! Retina and vitreous caught in large 


settled out well preoperatively. 

the retina still markedly elevated, 
additional diathermy punctures with 
single longer electrode with long pins 
may made. The cutting current may 
useful getting bigger opening 
obtain further drainage. 

Another way obtain drainage, ac- 
cording Schepens, make within 
the barrage one more small incisions 
through the sclera, cyclodialysis. 
The exposed choroid can then direct- 
punctured with very fine diathermy 
needle. last resort, stated 
McLean, careful trephine opening just 
through the sclera may justifiable. 
This should within the barrage, 
small additional loop may made with- 
which the trephine opening set. 
After the scleral plug loosened, the 
exposed choroid should carefully 
perforated with fine discission needle, 
making tiny hole, evacuate the sub- 
retinal fluid slowly. But one should not 
make this opening large far back 
the barrage. would encourage 
the disasters seen frequently with this 
technic. The sudden rush fluid the 
single large hole drags the retina, and 
often vitreous, with it, into the opening. 
The retina heals here with resulting 
tension folds which prevent the retina 
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from settling back smoothly into its 
proper place, and another failure re- 
corded (figs. and 15). 


with good drainage the retina still 
does not settle back, one may consider 
injections into the vitreous cavity, Air 
saline can injected into the vitre- 
ous cavity. circle diathermy points 
made close the ora serrata point 
where one sure the retina attached. 
lously clean hypodermic syringe placed 
the sclera millimeters from 
the limbus, and with diathermy current 
applied the needle, easily pushed 
through the sclera. then pushed 
further into the vitreous cavity until 
can seen through the pupil the as- 
sistant. Then cubic centimeters 
saline air are injected slowly. Good 
drainage for the subretinal fluid must 
present, otherwise the globe might 
ruptured the tremendous increase 
intraocular tension. 

The great advantage saline that 
fundus details are still perfectly visible 
that one can observe whether the ret- 
ina settling out. Its disadvantage 
that will run through large retinal 
tear and that not compressible 
provide pressure for several hours after 
the operation. 


When air used, can introduced 
under pressure that for several hours 
continues press the retina back 
against the seen the 


fundus large bubble, more often 
many small ones looking like frog 
spawn, coming just behind the lens, 
which naturally prevents any further 
view the fundus, absorbs within 
five seven days, when fundus exam- 
ination again possible. 

Injecting air into the anterior cham- 
ber wrong. phakic eyes nothing 
gained pushing the lens diaphragm 
back. air the anterior 
chamber might cause glaucoma slip- 
ping behind the iris 
against the cornea. 

Saline the anterior chamber free 
from the danger inducing glaucoma. 
However, produce pressure the 
retina must filter back through the 
lens zonules and push against the vitre- 
ous diaphragm. This most inefficient 
way get pressure the retina, Even- 
tually the saline solution will filter back 
past the vitreous into the subvitreal 
most good. 

Any tenotomized muscle now re- 
sutured very loosely. Pulling tight- 
will produce overaction, will be- 
come very adherent the sclera due 
scar tissue over the diathermy-treated 
area. The conjunctiva closed with 
running untied silk suture. The can- 
thotomy, present, should sutured 
and ‘both bandaged, and the patient 
returned bed. Now the postopera- 
tive treatment begins its important role. 
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section deals with the events 
that occur eves affected with primary 
retinal detachment during 
operative period. large extent 
these events are related the opera- 
tion; small extent they are con- 
tinuations the processes which make 
the picture primary retinal detach- 
ment and were discussed 
sections this symposium. The dis- 
tinction between these two types 
processes can difficult but essential 
for the evaluation the effects the 
surgical procedure. The average length 
the postoperative period about 
three months; the clinical recovery and 
total partial disability period after 
somewhat 

The multiform postoperative events 
occurring with primary retinal 
(1) the regular 
postoperative course; (2) irregularities 


three 


the postoperative course; and (3) 
complications, 


fairly sharp and obvious dividing 
line seems exist between the regular 
and the various irregular courses after 
operation, The distinction between 
regularities and complications made 
this paper may somewhat arbitrary. 
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THE REGULAR POSTOPERATIVE COURSE 

The term “regular” used here im- 
plies that the question responds 
the break-closing operation 
prompt return the retina the nor- 
mal position. The fact this reattach- 
ment usually not established with 
certainty until the sixth, seventh 
eighth postoperative day, which time 
most operators make the first thorough 
that time, that is, during the first week 
following the operation, the risks en- 
tailed ocular movements, the difficul- 
ties due cloudiness the media and 
sensitivity the eve and the unsettled 
state the retina make anything more 
than just peek into the fundus inadvis- 
able. During this first week the principle 
the treatment complete immobiliza- 
tion both eyes position reducing 
vitreous traction the area the 
breaks minimum. Since many 
cases retinal detachment the topo- 
graphic and mechanical relationship be- 
tween vitreous and retina not com- 
pletely known (because the limits 
the present methods examination), 
has become the routine procedure 
place the patient position which rep- 
resents sensible compromise between 
making the tears the lowermost portion 
the retina and the ability 
maintain such position. Avoidance 
ocular movements more important 
than the position the patient’s head. 
Sandbags are rarely indicated, The pa- 
tient advised not pay any attention 
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the noises around him and the hospi- 
tal personnel instructed not making 
any noises that might 
movements the patient’s eyes. The 
observation this strict immobiliza- 
tion not too hard the patient, the 
hospital personnel the visitors. 
many respects the management these 
patients does not differ from that pa- 
tients with cerebral concussion skull 
fracture. 

While his eyes should remain com- 
pletely immobilized, the patient should 
receive every possible form nursing 
care the skin and muscles his body 
which are taking the brunt his weight. 
Systematic, active, arm and leg exer- 
cises, well breathing exercises, are 
started the first postoperative day. 
These precautions, aiming the pre- 
vention pulmonary and circulatory 
complications, are most important pa- 
tients the older age groups. The local 
treatment consists, again with mini- 
mum ocular movements the part 
the patient, careful changes the 
eye dressings every twenty-four thir- 
ty-six hours and generous applications 
drugs with long-lasting mydriatic and 
cycloplegic action. 

the end the first week ophthal- 
moscopic examination indicated, pri- 
marily recognize those cases which 
have derived benefit from the oper- 
ation and should, therefore, spared 
further useless discomfort and expense. 
the postoperative course has been 
regular, the ophthalmoscopic visibility 
usually found good preopera- 
tively. the area the operation 
shiny white intraretinal lesions domi- 
nate the picture while the untreated ret- 
ina largely completely normal 
position. During the second week one 
observes the gradual transformation 
the white, snowball-like areas coag- 
ulation into chorioretinal scars. Around 
the tenth postoperative day the coag- 
ulated retina begins become more 
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transparent, exposing more and more 
the reaction the deeper structures 
the coagulation, Spotty and streaky pig- 
ment proliferation 
areas choroidal atrophy dominates 
the picture from here on. The absorp- 
tion subretinal fluid the untreated 
areas often fast that the end 
the first week the only elevated portion 
the fundus the coagulated area it- 
self. This elevation not due re- 
sidual detachment but flattening 
the sclera and retinal and choroidal 
edema. The fresh coagulations, 
rule, form effective though fragile 
barrier around the breaks. The observa- 
tion this settling-down the retina 
associated with the formation wall 
adhesions around the tears one 
the most gratifying, the most heartening 
yond doubt the correctness 
concept the direct cause-and-effect 
relationship between retinal break and 
retinal separation. 

The final appearance, shape and ex- 
tent the chorioretinal adhesions are 
dependent upon the type and intensity 
the current well upon the shape 
the electrode. Besides, the pre-exist- 
ing condition the choroid and the site 
the application influence 
appearance the area 
operation and its environs. These re- 
lationships make interesting subject 
for detailed study but are beyond the 
scope this symposium, 

the watertightness the wall 
around the break appears reasonably 
certain from the reattachment the 
untreated area (specifically the area 
proximal the barrage), the patient 
given pinhole glasses and allowed re- 
Pinholes that are two three 
millimeters diameter are effective 
and much more practical than those 
one millimeter. the untreated portion 
the retina remains its normal posi- 
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tion, the patient dismissed from the 
hospital with pinhole glasses some time 
between the fourteenth and twenty-first 
postoperative day. working out the 
further program for these patients 
should remembered that 
pal provocative agents, far the 
peace the retina concerned, are 
rapid, jerky ocular and head movements. 
Pinholes are usually worn until about 
eight weeks from the day the opera- 
tion. Visible transformation coagu- 
lated tissue into scar tissue may continue 
during this entire period but should 
reach standstill completion the 
end the second month. that time 
the untreated retina normal posi- 
tion, the pinholes may omitted for 
one two days, after which the patient 
returns for another careful ophthalmo- 
scopic the latter proves 
satisfactory, the pinholes are kept off 
and the patient allowed gradually 
resume normal life. Manual laborers 
back their regular work three months 
from the day the operation. Absten- 
tion from violent physical exercises for 
another three months seems wise rule 
for all patients. Continued close obser- 
borderline Localized vitreoretinal 
adhesions untreated areas the fun- 
dus call for especially close observation 
and for continuation 


POSTOPERATIVE 
COURSI 

Among the kaleidoscopic variations 
irregular postoperative behavior 
retinal detachments, the following more 
less typical courses may 
nized: (1) incomplete settling-down 
the retina; (2) complete settling-down 
followed recurrence; (3) complete 
new portion the ground; 
(4) visible response the operation, 
and (5) progression the detachment. 


KRONFELD 


incomplete settling-down under- 
stood postoperative course character- 
ized regression the original de- 
tachment during the first week after the 
operation, but stubborn persistence 
thereafter part parts the orig- 
inal detachment. Such 
tling-down, the writer’s experience, 
usually means favorable response 
executed, but slightly imperfect, surgi- 
cal procedure. 

The most common cause incom- 
plete regression slight leak gap 
the barrier which gives rise small 
residual detachment. Such gap may 
purely accidental, and may occur 
eyes operated upon under conditions 
good visibility. More often, however, 
such gaps develop eyes which the 
operation was performed without ade- 
quate ophthalmoscopic control because 
cloudiness the media, and cases 
bullous detachment which retina 
and choroid were not brought near each 
other during the operation. long 
the barrier forms well all its other 
portions and long the residual de- 
tachment does not involve the central 
area become progressive, conserva- 
these barriers become complete late 
extension adjacent chorioretinal ad- 
there are ophthalmoscopic signs 
closure the gap, second operation 
indicated. such residual detach- 
ment should start increase area, 
second operation should undertaken 
without delay. 


The first operation may prove inade- 
quate because tear located outside 
the barrier the first opera- 
tion. The latter break may have escaped 
ery before the operation may 
have formed after the operation. The 
ophthalmoscopic visibility may improve 
result the settling-down the 
retina that break located the 
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off-side bulla becomes visible. There 
again, nothing gained waiting long- 
than two weeks from the day the 
detection such additional tears. Early 
reoperations for either one the situa- 
tions mentioned the foregoing may 
difficult technically but are attended 
high percentage permanent success. 

Rare instances residual circum- 
scribed detachments after otherwise 
successful operations may due in- 
ability the choroid absorb the sub- 
retinal fluid. The fault may lie the 
choroid itself, which some cases 
this type suggested ophthalmo- 
scopic signs choroidal atrophy, 
unusual viscousness the subretinal 
fluid. The dynamics the fluid ex- 
change between subretinal space and 
choroid have not been sufficiently un- 
raveled explain satisfactorily all cases 
however, that some these residual de- 
tachments residual the face 
apparently complete barrage around the 
breaks—subside completely and lasting- 
after surgical evacuation the sub- 
retinal space. 

the irregular situations described 
far, the postoperative course the 
detachment was regressive first and 
then became stationary, This course 
primarily indicative inadequacy 
the surgical procedure and not un- 
usual structural abnormality the ret- 
ina vitreous. second operation 
likely sueceed, since the nonspread- 
ing the detachment characterizes the 
detachment fundamentally benign. 

very different situation present 
complete almost complete settling- 
down followed recurrence few 
weeks later. these cases the situation 
seemed encouraging during 
month after the operation that the 
retina settled down and good choroidal 
adhesions were forming. 
left the hospital very markedly improved 
and with high hopes for permanent 


cure. few weeks later the detach- 
ment recurred the sector originally 
involved treated. New 
breaks just posterior the surgical cho- 
rioretinal adhesions actual tearing 
away the retina from these adhesions 
proves the cause the recurrence. 
The appearance the retina several 
such cases observed the writer has 
suggested intrinsic shrinkage 
traction the retina which Arruga! 
has stressed the chief pathogenetic 
factor retinal detachment, The pos- 
sibility injurious effects unneces- 
sarily strong and extensive coagulations 
must also considered. The prognosis 
such cases unfavorable. Some 
them are benefitted scleral resec- 
tion posterior the area the 
feasible. Weve’s reefing may 
suited for some these cases and 
easier than the scleral resection. 
Another typical variation the post- 
operative course retinal detachments 
complete subsidence the original 
detachment followed one three 
months later new detachment 
new location. Some these cases rep- 
resent manifestations continuations 
the disease that caused the original 
retinal detachment. typical example 
this situation would case 
which the original detachment was 
caused horseshoe-shaped break 
the upper temporal quadrant. After sev- 
eral days immobilization, the upper 
nasal quadrant the retina proved 
normal position but contained one 
two atrophic spots with without 
adhesions, 
The surgeon may have considered treat- 
ing these atrophic spots the time 
the first operation but decided against 
doing for technical other reasons. 
The postoperative course was thorough- 
regular until, about two months later, 
the atrophic spots could seen turn 
into breaks and give rise new de- 
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tachment which was probably 
lated the first operation. 
operation aiming the new break 
breaks has good chance being suc- 
cessful, assuming state soundness 
the lower half the retina. 

some the cases new detach- 
ments, especially the new site di- 
ametrically opposite the original one, 
the mechanism seems different and 
relationship the operation very 
Breaks may may not found. 
characteristic feature such cases 
vitreous the parts the eve ac- 
cessible biomicroscopy with the fun- 
dus contact lens strong concave 
lens. The new detachment shows signs 
intimate contact with contracting vit- 
reous and does not respond immo- 
the patient. The biomicro- 
scopic findings especially suggest 
tween the two sites detachment. The 
concept vitreous traction originating 
from the area the first operation 
Such detachments are 
notoriously difficult cure. Scleral re- 
sections combined with 
agulations breaks posterior the re- 
section seem offer better chance 
than the typical diathermy procedure. 


\nother unfavorable variation the 
postoperative course ts that of no visible 
tion the retina, This course events 
usually not recognized with 
until the seventh eighth postopera- 
tive day. Assuming that the coagula- 
were made the proper places, 
there are three possible mechanisms ac- 
counting for the stubborn maintenance 
the status quo the part the ret- 
toward the choroid (1) because 
reous strands bands holding it, 
(2) internal, truly retinal 
rigidity caused diffuse 
disease, or (3) because of inadequate 
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drainage. the evidence points the 
direction inadequate drainage, im- 
mediate reoperation aiming evacua- 
tion the subretinal space means 
the technics described Dr. Pischel 
indicated. The original coagulations, 
not more than week old, can still be- 
come effective the retina brought 
close them. 

persistent detachment due fixa- 
tion the retina vitreous strands 
internal rigidity very difficult 
influence. Attempts cutting vitreous 
strands are fraught with many difficul- 
ties and dangers and have been unsuc- 
cessful the writer’s 
scleral resections have improved the re- 
lationship between the fixed retina and 
the choroid some the writer’s cases. 

The most alarming irregularity the 
postoperative course progression 
the detachment. relatively benign form 
postoperative progression the de- 
tachment due excessive electro- 
coagulation. This particularly apt 
happen cases with multiple breaks 
and relatively little elevation. trving 
cover the edges all breaks with 
ophthalmoscopically visible coagulations 
the operator may apply the current for 
longer periods than 
sarv. This overdose the high fre- 
quency current leads excessive heat 
the subretinal space with marked ex- 
pansion all its contents, which results 
greater elevation the retina, 
long all breaks are covered the 
coagulations, has been the writer’s 


able. 

Serious postoperative progression 
curs early form and also late 
one. The early form characterized 
the development, during the first few 
days after surgery, tense rigid bullae 
separated deep valleys with 
minimal signs settling-down the 
site the operation. The visibility re- 
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mains sufficiently clear reveal all the 
painful details this postoperative 
course. highly probable that the 
main mechanical factor operative 
these cases massive retraction the 
vitreous. the writer also seems 
probable that this vitreous retraction 
related one specific feature the 
operation, namely drainage opening 
allowing entirely uninhibited and 
lasting flow intraocular fluid out 
the eye, called “free fistula- 
tion.” These cases illustrate the dangers 
entailed trephine other large sin- 
gle drainage openings, especially 
placed directly over large retinal 


The late form progression the 
detachment 
three six weeks after apparently 
successful and uncomplicated operation, 
the retina almost over night assuming 
the ominous umbrella shape. Again, 
massive vitreous retraction appears 
the underlying mechanism which 
overly extensive and diffuse electrocoag- 
ulation may have contributed some 
not completely 
Scleral resections have been tried 
both forms massive vitreous retrac- 
tion, with some success the early and 
with hardly any success the later 
form. 

COMPLICATIONS 

There are number true compli- 
cations occurring during the postopera- 
tive period which are related the 
operation its effects upon the ocular 
tissues. benign form iridocyclitis 
follows extensive application the cur- 
rent any, but specifically the ante- 
rior, portions the sclera. Suppurative 
infections the interior eye after elec- 
trocoagulations are extremely rare. 
typical but fortunately infrequent com- 
plication hemorrhage into the vitre- 
ous cavity into between the layers 
the eyeball wall. The fact that after 
the operation parts the retina tend 


move toward the choroid while others 
are still held vitreous entails physical 
stresses that can easily lead retinal 
hemorrhages. Bleeding from choroidal 
vessels may due partial sloughing. 
Hemorrhages into the vitreous cavity 
may assume very bizarre shapes because 
the complicated anatomic conditions 
prevailing eves with retinal detach- 
ments. 

Massive retraction the vitreous 
has been mentioned postoperative 
irregularity but probably represents 
The same status has 
accorded the star-shaped retinal folds 
which occur postoperatively different 
sizes and shapes due several patho- 
genetic mechanisms. some cases 
atrophying 
whereas others vitreoretinal adhe- 
sions newly formed membranes 
the inner retinal surface dominate the 
picture, While star-shaped 
questionably occur eyes not operated 
upon, they are more common after oper- 
ations and are, therefore, possibly di- 
rect indirect effect the electro- 
coagulation. method® treating 
such areas with roentgen therapy the 
early stages and with electrocoagulation 
aiming the foci connective tissue 
later stages has been unsuccessful 
our hands. Scleral resection may con- 
sidered means bringing the mul- 
tiply folded retina closer its matrix, 
the choroid. 

The problem the treatment the 
postoperative irregularities and compli- 
cations retinal detachment 
question whether, when and how 
operate again. Just during the pre- 
operative 
scopic study will prove most helpful 
arriving the proper decision. 
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part the symposium concerns 
the statistical evaluation the results 
retinal detachment surgery. The ma- 
terial consists 375 consecutive cases 
primary retinal detachment both 
phakic and aphakic eyes operated 
members this symposium, the attend- 
ing staff, residents their respective 
hospitals, Each case has been followed 
for least six months after the last 
operation. After the selection various 
preoperative, operative, and postopera- 
tive factors which were considered pos- 
sibly important the success failure 
retinal detachment surgery, these 
data were gathered the participants 
and recorded punch cards for anal- 
ysis. Although the percentage suc- 
cessful operations was lower aphakics 
than phakic eyes (table viz., 


RESULTS OPERATIONS RETINAI 
PERCENTAGE 
CURES AFTER 


NO. OF 


CASES OPERATION 
Phakics 314 
0.001 
*p probability of error 


per cent versus per cent, was the 
opinion the Committee, borne out 
the analysis the cases, that similar 
factors predisposing success fail- 
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ure were present both groups, with- 
out assuming any influence the pres- 
ence absence lens per the 
result operation. The difference 
frequency these various preoperative 
conditions phakics and aphakics will 
subsequently. Otherwise, 
both groups will considered together, 
which per cent were cured oper- 
cases have been excluded ex- 
cept where information specific 
factor lacking, and this accounts for 
different totals the various tables. 
accordance with the usual custom, 
statistical correlation will considered 
significant unless the probability 
error (P) per cent less. 


the purpose this analysis 
correlate various preoperative 
tions the operative technics, and 
postoperative complications with (1) re- 
attachment the retina, and (2) visual 
results. 


REATTACH MENT THE RETINA 
FOLLOWING OPERATION 

This group includes those cases which 
obtained reattachment the retina 
surgical “cure” without consideration 
the resulting vision. total 102 
recurrences extensions the detach- 
ment (27 per cent 379 cases) devel- 
oped after apparently successful op- 
cration, The majority these occurred 
within the first four months following 
operation (table The recurrence 
rate after few months undoubtedly 
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DURATION BEFORE NO. CASES PERCENTAGE 
RECURRENCH FOLLOWED RECURRENCE 

1-2 months 379 

3-4 months IRR a 

5-6 mont 257 2 

7-11 229 

l years 159 6 

3 year 79 1 

4-5 vears 27 4 


return 
for Unless otherwise spe- 
cified, “cure” will indicate that the ret- 
ina has remained essentially normal 
position for least six months follow- 
ing the last operation, only per cent 
the recurrences occurring after this 
Included cures are cases 
where the retina was normal position 
seen ordinary examination and the 
break was well surrounded chorio- 
retinal adhesions, but more detailed 
examination the method Schepens, 
slight elevation perhaps one diopter 
was found within this area barrage 


too high, because fewer “cures’ 


peripheral the equator. Such condi- 
classified 


Preoperative Conditions 

The following conditions the eye 
found preoperative examination ap- 
peared have some influence 
prognosis for reattachment after opera- 
Progressively increasing amounts 


TABLE 


PREOPERATIVE 


AFTER AFTER ONE OR 
FIRST OPERATION MORE OPERATIONS 
NO. OF PERCENTAGE NO. OF PERCENTAGE 
CASES CURES CASES CURES 
Quadrants 145 150 
< 0.00] 
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Rerractive Error 
REATTACH MENT 


PERCENTAGE 


ERROR NO. CASES CURES 

171 
Hypertropia 


“Near-sighted” 
0.01) 


myopia were associated with grad- 
ual decrease operative cures (table 
The extent the retinal detach- 
ment determined the number 
quadrants field defect (table was 
found directly related poorer 
prognosis either after one operation 
after multiple operations. However, the 
extent the detachment seen 
ophthalmoscopic examination showed 
poorer prognosis only the detachment 
was complete (table although the 
figure per cent cures total de- 
tachments rather surprisingly high. 
There was suggestive but not statis- 
tically significant relationship between 
the degree depth the field cut and 
the percentage cures following opera- 
tion (table 


breaks. The importance de- 
tection and localization breaks has 
been justly emphasized. this series, 
the percentage cures was highest 
those cases where breaks were detected 


J 
‘ 
> 
— 


IVb 
AREA DETACHMENT 
REATTACHMENT AFTER ONE 


NO. OF PERCENTAGE 
AREA CASES CURES 
Quadrants 194 
Quadrants 
Complete 


REATTACHMENT 


NO. OF PERCENTAGE 


DEGREE DEFECT CASES CURES 

20 65 8&3 

40° 

60° 185 65 


Slightly 0.05 


preoperatively (table Va). The fact that 
one more breaks are detected pre- 
operatively does not exclude the possi- 
bility additional breaks being over- 
looked, and possible that the differ- 
ence shown table might even 


TABLE 
BREAKS 


AFTER ONE OPERATION 


NO. OF PERCENTAGE 


BREAKS CASES CURES 

Not found 

Found 295 
<0.05 


greater were certain that all the 
breaks had been detected. However, the 
number breaks found did not have 
any significant relation the possibility 
cure. interesting that the type 
break had significant effect the 
prognosis (table Vb), although the size 
small number disinsertions was 
suggestive importance. 


RETINAL DETACHMENT 


REATTACH MENT 


NO. OF PERCENTAGE 


TYPE CASES CURES 
Round 158 
Horseshoe 140 


Reapposition has been 
pointed out that cures are greatly de- 
pendent upon the ability the retina 
fall back into close apposition with the 
points coagulation. This favorable 
prognostic sign has been substantiated 
the results our series. was found 
that the presence immovable retinal 
folds, which usually have sharp ridge 
radiating out from the posterior pole, 
(table The degree flattening 


TABLE 


Ss 


NO. OF PERCENTAGE 
TYPE OF FOLDS C/SES CURES 
Fixed 
Movable 64 &4 


0001 
the retina bed rest and the use 
pinhole glasses binocular bandaging 
also gave significant clue the 
chances reattachment after operation 
(table VIb). Also the time opera- 


vs 


AFTER OPERATION 


AMOUNT OF NO. OF PERCENTAGE 
FLATTENING CASES CURES 


0.001 


tion after the subretinal fluid had been 
evacuated, the degree which the ret- 
ina fell back into normal position was 
related the eventual cure (table 
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Vic 
vs 
MENT 


NO. OF PERCENTAGE 


TION OF RETINA CASES CURES 
j tive flat RS 78 
Moderately elevated $5 62 
Markedly elevated 13 46 
003 


the retina fails flatten out after the 
evacuation subretinal fluid, the injec- 
tion saline air into the vitreous has 
been recommended, but 
these procedures were done too infre- 
quently arrive any definite con- 
clusion about their effectiveness. 


Other pre iperative factors The fol- 
lowing additional preoperative factors 
were studied relation the result 
operation and were found without 
significant effect: age varying between 
and years; race and sex duration 
the detachment long five years 
prior operation; degree trauma 
the eve predisposing the lo- 
cation the detachment; the location 
the breaks; the condition the ret- 
ina with the possible exception dif- 
fuse shrinkage and loss shagreen; 
the condition the vitreous including 
vitreous, strands the vitreous, 
detachment the vitreous; intra- 
ocular tension; positive aqueous ray. 


Influence Operative Technic 
Reattachment 

the study operative technic 
relation the percentage cures, 
was found that certain procedures were 
more important than possible variations 
the skill the operator. The results 
tempt discover those technics which 


proved most successful. 


retinal breaks. gen- 
eral, several technics outlined 
Pischel and Dr. Schepens were used 


TRANS. AMER, 
ACA oro. 40 
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for the detection and localization ret- 
inal breaks, both preoperatively and 
the time operation. correlation 
these methods, not necessarily used 
alone, with the results operation 
given table Worse results were 


VII 
REATTACHMENT ONE 
More 


NO. OF PERCENTAGI 
METHOD CASES CURES 
No breaks lo« ilized 28 1 
Stine 
3 


with 

171 
gulation 104 


Frequent examinations 
during operation 


obtained when break could lo- 
calized those cases where the Stine 
method was employed. This does not 
imply that the Stine method not 
valuable adjunct the localization 
breaks e.g., determining the position 
the initial surface coagulation lo- 
calizing pin, especially the break 
can longer seen during operation. 
However, the Stine method alone may 
not provide sufficiently accurate local- 
ization insure sealing off the retinal 


break. 


Diathermy. Ordinary diathermy oper- 
ations were performed, except for 
scleral resections and cases chemi- 
cal cauterization which became 
reattached). difference results 
was apparent after using surface coag- 
ulation, 0.5 mm. partial penetrating 
electrodes, 1.0 mm. electrodes, pins, 
combination these The area 
treated one more these methods 
one operation showed significant 
relation the percentage cures 
(table With increasing area 
barrage the percentage 
gressively diminished. Blind barrages 


Surface 
Pin 
: 
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VIII 

TREATED DIATHERMY 
Vs 

REATTACH MENT 


NO.OF PERCENTAGE 
AREA TREATED CASES CURES 
2. Break and barrage 122 65 


were undoubtedly employed where 
break had not been detected preopera- 
tively. 

has been pointed out previously 
that the amount coagulation dia- 
thermy difficult measure because 
variability the machines and moist- 
ness the operative field. Some esti- 
mation can made ophthalmoscopic 
which appears the area coagula- 
tion. However, visibility this white 
spot depends not only the intensity 
the scleral, choroidal 
retinal coagulation, but also the degree 
retinal elevation this area, this 
series, the prognostic import these 
white spots was inconclusive (table 
although the percentage eyes which 
eventually obtained 20/40 vision bet- 
ter was greatest the group where co- 
agulation points the retina were min- 
imal. The intensity retinal coagula- 
tion not related the development 
certain postoperative complications (ta- 
ble These data should not imply 


INTENSITY NO. OF 


COAGULATION VITREOUS 


mild 


~ 


Moderate to 


marked 


TABLE 


POSTOPERATIVE COMPLICATIONS 


PERCENTAGE OF POSTOPERATIVE 


OF CASES NONI IRITIS CLOUDY 


INTENSITY COAGULATION 
MENT 


N NS TY OF NO. OF PERCENTAGE 
» GULATION CASES CURES 

Not seen mild 102 


Slightly 0.05 


cient coagulation insure sealing the 
retinal break, but rather that ophthal- 
moscopic evidence scleral coagulation 
diathermy punctures unnecessary 
obtain 


Evacuation subretinal The 
evacuation subretinal fluid has long 
been considered prerequisite for suc- 
cessful detachment surgery. the pres- 
ent series (table there was only 
suggestive difference the percentage 
cures obtained after the evacuation 
large amounts subretinal fluid. 
should borne mind that those cases 
where little subretinal fluid was 
obtained probably included 
which the retina flattened out preopera- 
tively great extent, and has been 
shown previously that this offers good 
prognosis. cases where the eye be- 
came very soft partially collapsed 
following the evacuation subretinal 
the percentage cures was not 
reduced. 

cases where subretinal fluid not 
obtained after diathermy 
have been made, the question arises 


INTENSITY RETINAL COAGULATION 


VS. 


COMPLICATIONS 


EN TENSION 
VITREOUS NEW OF | NEW 
RRHAGE REAKS ACH MENT \CHMENT 


| 
| 
| 
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move subretinal fluid other measures. 
cases where suction was applied 
over the diathermy holes means 
medicine dropper, resulted 
attachment (table Should this sim- 
ple maneuver fail, the operator often 
considers more heroic measures such 
son cases which sclerotomy 
was performed resulted only per 
cent cures, significant contrast with 
per cent cures 318 cases for the 
entire group (table XT) Only one 
formed resulted These results 
after sclerotomy and sclerectomy are 
better than those where the retina re- 
mains elevated after the withdrawal 
subretinal fluid (table and 
therefore doubtful whether these two 
procedures are ever indicated. 

Others have mentioned the danger 
producing new retinal holes perforat- 
ing needles, either when the retina rel- 
atively flat the pins needles are 
inserted after the evacuation 


EVACUATION SUBRETINAL FLUID 
Vs 


METHOD AND AMOUNT 
OF SUBRETINAL FLUID NO. OF PERCENTAGE 
ORTAINED CASES CURES 


Pins 


btained 62) 
> Moderate to larg 
! 71 
th ained 240 73 
ery sott 7 72 


therm les 75 

l vs. 2 P 0.08 


HUGHES, JR. TRANS. 

retinal fluid. The data this series are 
not conclusive because the small num- 
ber cases which the possibility 
such retinal puncture (table 


PERFORATING DIATHERMY 
Vs 


REATTACH MENT 


NO. OF PERCENTAGE 

PROCEDURE CASES CURES 
Surtace diathermy only 
before evacu- 

ation subretinal 

fluid 306 69 
after evacu- 

ation subretinal 

New holes formed 

pins 


cases which new holes were found 
ophthalmoscopic examination the 
time operation formed the 
diathermy pins, cases per cent 
resulted seems likely that 
such holes secondary the diathermy 
needles are most cases sealed off 
the surrounding chorioretinal reaction. 


was performed aphakic and 
phakic patients either primary oper- 
ation (17 cases) secondary oper- 
ation after diathermy procedures had 
failed (12 cases), general, resec- 
tion sclera was performed 
two quadrants one operation, and 
the procedure was repeated 
these various combinations oper- 
ations these difficult cases, per cent 
cures were obtained (table 


Postoperative 

attempt relate certain post- 
operative complications predisposing 
ocular characteristics operative tech- 
nics was general not 
exception this was the presence 
peripheral degeneration which 
per cent cases developed post- 


operative extension the detachment, 


a ante 
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Fluid obtained by e 
suction over dia 
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RESECTIONS 


NO.OF PERCENTAGE 


TABLE 


OPERATIONS CASES 
One scleral resection 
Two scleral resections 


One scleral resection 

followed later dia- 

thermy operation 100 
One diathermy operation 

followed 

scleral resection 
One diathermy operation 

followed later 


One diathermy one 

scleral resection 

one diathermy 
SUMMARY OF RESULTS 

OF ALL SCLERAL 


RESECTIONS 


compared with per cent 107 cases 
which peripheral cystic degenera- 
tion was detected. However, several 
the postoperative complications them- 
selves appeared have deleterious ef- 
fect the eventual outcome (table 
XIV). 


Comparison aphakic and phakic de- 
tachments. has been pointed out pre- 
viously that the results detachment 
operations are less successful aphakic 
than phakic eyes. comparison 
prognostically important factors these 
two groups cases given table 
XV. general, the size the detach- 
ments larger, breaks are 


COMPARISON PROGNOSTICALLY 
DETACHMENTS APHAKICS AND PHAKICS 


TOTAL DE | NORMAL VITREOUS 
TACHMENTS | VITREOUS STRANDS 


Aphakic 


TABLE 


COMPLICATIONS 
REATTACHMENT WITH 

REOPERATION 


NO. OF PERCENTAGE 


COMPLICATION CASES CURES 
All cases with and 

without complications 373 
Iritis 
Vitreous hemorrhage 
Massive exudation 
Reaction not 

around break 
New breaks formed 
New detachment 
Poor cooperation 


found less frequently, detachments 
not settle down readily bed rest 
and disturbances vitreous are more 
common. has been shown elsewhere 
that rupture the hyaloid membrane 
and loss vitreous the time cata- 
ract extraction predisposes the de- 
velopment retinal How- 
ever, this series for both phakic and 
aphakic eyes, were unable demon- 
strate any significant correlation 
tween the condition the vitreous pre- 
operatively (e.g., vitreous the wound 
fluid vitreous, presence 
strands, detachment the vitreous, 
adhesions the vitreous the retinal 
break) and the operative result. How- 
ever, may well that the rather gross 


IMPORTANT CHARACTERISTICS Or 


HYALOLD NO BREAKS 
RUPTURED FOUND NONE MARKED 


FLATTENING ON RED REST 


0.05 0.04 


statistical probability of error of difference between the 2 groups. 


n number of cases used: aphakics 64; phakics 312 
Figures above given in percentage of each group with the characteristics. 
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changes vitreous structure noted here 
not give adequate picture the 
effect vitreous the development 
cure retinal detachment, that 
secondary changes the vitreous may 
occur postoperatively, resulting oper- 
ative failure recurrence. 


Secondary The likelihood 
after reoperation for detach- 
ment given table XVI. Although 


XVI 
AFTER PRIMARY 
SECONDARY C)PERATIONS 


NO. NO. OF PERCENTAGE 
ATION CASES CURES 
\iter primar 308 62 

econd 
After third 
\fter 


failure after the first operation reduces 
the chance cure reoperation, the 
prognosis not any means hopeless 
for least three operations, 


HUGHES, 
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VISUAL RESULTS 
The second major criterion suc- 
cessful surgery good central visual 
acuity. comparison the preopera- 
tive and postoperative vision all cases 
with adequate data given table 
cases showed improvement vision, 
per cent had worse vision, and per 
cent had change vision after oper- 
ation. would expected, the major 
cause poor vision was detachment 
remaining recurring after operation, 
and very few cases showed reduction 
vision following successful reattach- 
ment the retina (table 
rather striking that almost third all 
cases with vision 20/200 low 
light perception preoperatively obtained 
final vision 20/40 better follow- 
ing successful reattachment. few 
these cases poor preoperative vision 
may represent bullous detachment 
overhanging intact macula. However, 
appears that detachment the macula 


VISION 
Vs 
CASES) 


POSTOPERATIVE VISION (PERCENTAGE OF CASES) 


20 50 to HAND 
20/100 20/200 MOVEMENTS WORSE 
6 9 13 | 28 
?1 16 47 


PREOPERATIVE VS. POSTOPERATIVE VISION 
CASES 


NO. 
VISION CASES 20/40 
20/40 or better 47 72 
20/50-20/100 35 55 
20/200 to count 
Hand movements 
PREOPERATIVE VISION NO. OF 20/40 
CASES 
20/50 to 20/200 45 66 
20/200 counting 120 
fingers 
Hand movements less 
7 


POSTOPERATIVE VISION (PERCENTAGE OF CASES) 


HAND 
| | OR LESS 
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VS. 


NO. OF 
DURATION CASES 20/40 
1-13 days 94) 
21-28 days 28} 293 43} 
1-2 months 
3-5 months 
6-12 months 
year and over 


does not necessarily indicate poor vis- 
ual prognosis. The question arises: how 
long must the macula detached be- 
fore loss function occurs? Such data 
are difficult obtain because the history 
the onset symptoms does not nec- 
essarily indicate the date onset 
the macular detachment. However, cor- 
relation the duration the detach- 
ment with final visual results (table 
indicates that the ultimate vis- 
ual prognosis for 20/40 better vision 
was not affected the history de- 
tachment less than six months old, but 
that none cases with history 
detachment dating back more than six 
months obtained 20/40 better vision. 


TABLE 

INVOLVEMENT 
POSTOPERAT 


re 
NO. OF 
DURATION CASES 
1-13 days 
14-20 
21-28 days 
1-2 months 
3-5 months 
6-12 months 
1-2 years 
years and over 


- 


POSTOPERATIVE VISION (PERCENTAGE OF CASES) 


HAND 
OR WORSE 
24) 17) 
19| 
47) 


analysis these two groups cases 
showed that, although the preoperative 
vision more recent detachments was 
essentially the same older detach- 
ments, the incidence macular detach- 
ments and total detachments was slight- 
but significantly higher 
ments over six months old. This may 
poorer visual results older detach- 
possible that the macula can 
detached for several weeks per- 
haps few months without complete 
loss function, but none the cases 
giving history symptoms over six 
months and cured operation regained 
macular vision (table 


TACHMENT WITH 
CURED 
>. 


IVE VISION 


ISTOPERATIVE VISION (NO. OF CASES) 
HAND 
LESS 
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SUMMARY 

survey 375 cases operated for 
primary retinal detachment members 
this symposium has emphasized sev- 
eral the points made previous dis- 
Those factors which adversely 
affect the prognosis for reattachment 
the retina include (1) myopia; (2) per- 
ipheral cystic (3) the size 
the detachment, although per cent 
total detachments were cured: (4) 
failure detect and 
breaks; (5) failure the retina fall 
back apposition the choroid; (6) 
and possibly excessive barrage 
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with diathermy current; and (7) scler- 
otomies and sclerectomies for the evacu- 
ation subretinal fluid. The relatively 
poorer prognosis aphakics compared 
phakic eyes may partially ex- 
plained their larger detachments, less 
frequent localization the breaks, and 
less flattening out bed rest. 

The results scleral resections 
performed largely aphakic eyes 
after diathermy had failed showed 
per cent cures. 

Visual improvement often dramatic 
after surgical reattachment the ret- 
ina, even though the macula has been 
previously detached, 
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DISCUSSION 


The first question is, “Ts 
incidence tears greater the area 
the superior oblique than What 
your effect superior oblique 

production these 

| think it is true enough that many tears 

the upper temporal quadrant 
viemity the insertion the superior 


therwise, that this insertion has anvthing 


with it. The only evidence have 
equatorial degeneration seems 
t i n that rea 

he second question is: “Do you measure 
with divider with curved ruler how 
tar trom the limbus are (1) the anterior ber- 


the bedy; (2) the posterior bor- 
body; (3) the ora 
that the distances mentioned are 
that makes difference whether one 
ruler divider. The dis 
tance between the limbus and the anterior 
border the ciliary body roughly about one 
The distance between the limbus 
the posterior border the body 


roughly about four millimeters. The distance 


between the limbus and the ora serrata 1s 
about seven millimeters 


Dr. “Have you observed retinal 
tear detachment associated with tumor 
This very rare but does occur. There 
are record cases observed more than 
one man which there was tear 
retinal break which choroidal tumor was 
present. But wish emphasize that 
very rare. 

The next question think was answered 
Dr. Kronfeld. “How soon should 
operation performed the first imme- 
diately seen unsuccessful?” can only 
urge, Dr. Kronfeld did, that the operator 
have courage admit that was 
reoperate early; for example, within 
or 14 days 

“In locating the hole why not have your 
assistant mark with Kronfeld needle and 
save step?” understand that question, 
means that instead marking with gentian 
violet some dye, one might mark with 
diathermy. That perfectly good procedure. 
electrode got the way good observation, 
and the mark with the dye satisfactory 
most cases. does bring the question 
that the mark with the dye may not last in- 
definitely unless you get good mark 
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Dr. have very fundamental 
question: “Why does separated retina not 
function and, when place after surgery, 
see This pertains the formation 
and regeneration photosensitive substances 
The inner layers the retina may ex- 
pected function quite well even 
state separation. The outer layers, however, 
depend upon pigment epithelium and choroid 
for their supply nutritive and photosensi- 
tive substances. 


This well illustrated those cases 
which have brought about partial cure 
There patient ours here Chicago 
who well-known cardiologist. his 
only seeing eye the lower half the retina 
markedly elevated, whereas the upper half 
fairly close but not exactly contact 
with the choroid. long this gentleman 
does not expose himself very bright lights 
does quite well. But goes for 
stroll Michigan Boulevard this time 
day, blind for the rest the afternoon 
keeps away from bright lights, the 
rate regeneration and penetration the 
photosensitive substances into the slightly de- 
tached retina can keep with their break- 
down under the influence light. 


have second question here, “Should 
scleral shortening ever done the first 
there are such situations. They are not com- 
mon, but believe that one occasionally 
sees detachment the lower half such 
long standing that the retina 
too short for the area which has cover. 
scleral resection indicated the pri- 


mary operation, combined with electrocoagu- 
lation tears located posterior the area 
the sclerectomy. 

have third question: “Does vitreous 
hemorrhage causing black reflection with 
fundus details conclusion operation com- 
monly impair the visual result? 
may expected absorb? Two three 
months more than that?” Small hemor- 
rhages, either into the retina into the 
vitreous between the layers the eyeball 
wall are not too infrequent during and after 
operation. has been experience that 
hemorrhages concealing the details the 
ground over one quadrant less are not 
any great significance; most those clear 
and the patients recovers with good visual 
result all other factors are favorable. The 
very massive hemorrhages occurring during 
the operation are very serious events and, 
experience, always related some mis- 
fortune the part the operator, misfor- 
tune the sense that interfered either with 
vortex vein itself with its ampulla. 
needle electrode may break into ampulla 
and make opening from there 
subretinal space. Under those conditions 
very massive hemorrhage very 
occur; such eyes, believe, have future 
That why everything can keep 
away from the vortex veins. After extensive 
coagulations the sclera and choroid vor- 
tex vein may gradually become obliterated 
the result the involution large sec 
tion choroid. This gradual 
closure apparently not injurious the eye, 
contradistinction the disastrous effect 
sudden closure vortex vein diathermy 
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NEW CONCEPTS THE USE ACTH 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 


M.D. 
CHICAGO, ILL. 


RY INVITATION 


the importance the ad- 
renal glands was known through the 
work Addison and Brown-Sequard 
the mid-nineteenth century, the close 
relation between the pituitary and other 
target organs, especially the adrenals, 
was not appreciated until approximately 
years ago. 1924 Evans observed 
adrenal hypertrophy following injection 
anterior pituitary extracts rats. 
Two years later Smith observed atrophy 
tomy, 

Gradually, through the 
many workers, became appreciated 
that number hormones such 
somatotropin, thyrotropin and the gon- 
adotropins were present 
ary, and 1933, Collip was able de- 
lineate adrenocorticotropin ACTH 
pituitary hormone. However, due 
inadequate assay technics 
mained laboratory curiosity for 
number years follow. Actually 
Armour Laboratories began work 
ACTH collaboration with Collip 
1937, but progress was slow until the 
assay technics Sayers made the isola- 
tion efforts the biochemists easily 

1943 Browne and his group 
Montreal demonstrated stimulation 
certain adrenal cortical functions 
exogenous ACTH, 1947, the Thorne 
and Albright groups reported stimula- 
tion all known cortical functions 
the parenteral administration 


adrenals 


Assistant Medical Director, Clinical Investigation 
Service, The Armour Laboratories, Chicago, Ill 


-esented at the Fifty-Sixth Annual Session of the 
American Academy of Ophthalmology and Otolaryn 
Oct. 14-19, 1951, Chicago, IN 


$50 


The physiological effects ACTH 
may summarized follows: 

Under stimulation ACTH the ad- 
renal cortex increases the production 
all its hormones, which can grouped 
into three large categories: 


The androgenic steroids reflected 
the increased excretion 17- 
ketosteroids the urine. 

The salt and water steroids re- 

flected sodium retention 

tassium excretion. 

The sugar Compound and Com- 
pound hormones reflected 
increased corticoid 
creased excretion uric acid and 
the circulating eosinophils, 
the latter which makes possible 
clinical estimation the degree 
adrenal stimulation. 


group hormones ACTH which 
accounts for similar clinical effects 
ACTH and cortisone, which Com- 
pound and hydrocortisone, which 
Compound 

This stimulation Compound sub- 
stances ACTH becomes interest 
relation inflammatory diseases and 
the diseases hypersensitivity. 

The allergic manifestations hyper- 
sensitivity are virtually abolished the 
stimulation Compound substances 
ACTH. Local swelling, itching, and 
blister formation are diminished ob- 
antigen such tuberculin 
may given patient ACTH 
without any hypersensitivity response. 
These activities obviously make this 
powerful agent combating the hyper- 
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lergies, contact dermatitis, 
codendron dermatitis, etc. 


addition there marked modi- 
fication the inflammatory reaction. 
Perivascular exudate Pus 
formation minimal despite marked 
leukocytosis. There inhibition fibro- 
blastic proliferation. However, through 
the inhibition the hyaluronidase sys- 
tem, local spread 


obvious from this that the basic 
manifestations ACTH stimulation al- 
low formidable clinical application. 
otolaryngology, such conditions 
lergic rhinitis, allergic sinusitis, hay fe- 
ver, asthma, asthmaticus 
may controlled easily. 


the same token, numerous ocular 
conditions due inflammatory disease 
may cured modified. general, 
the more acute oculopathies are more 
amenable permanent cure, whereas 
more chronic disease may only modi- 
fied and demand prolonged therapy. 


should remembered also that be- 
cause the masking the usually ex- 
ACTH, underlying infection may 
masked, and, therefore, adjunctive anti- 
biotic therapy should given, especial- 
patients receiving ACTH for pro- 


the actual application the mate- 
rial clinically may well state 
that there set rule thumb, and 


able. 


hours around the mg. 500 
per cent glucose distilled 
water intravenously over eight-hour 
gelatin often necessitating only one in- 
jection daily now available. 
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Cortisone may given intramuscu- 
larly mouth. ocular conditions 
may also administered topically 
topical application. 


conclusion, should re-empha- 
sized that the clinical usefulness 
\CTH and cortisone due their ef- 
fects altering tissue reaction hy- 
inflammation. 
should also remembered that once 
fibroblastic proliferation, 
mation, degeneration has occurred, 
regeneration normal tissue should not 
expected. 


Doctor Dan Gordon, who tied 
with course this moment, has asked 
present the following case for 
him. 


The first picture shows the patient 
before institution treatment with 100 
units ACTH Gel daily. this time 
the vision was bare light perception. 

The second picture the same 
patient after days treatment, Tre- 
mendous improvement vision and 
marked improvement the appearance 
the optic nerve has occurred. 


using either ACTH cortisone, 
important bear mind these two 
very important facts. First, that one 
these hormones fails, the other may 
succeed. The common error that 
having failed with one, the phvsician 
assumes that the other also fails, and 
will not use it. Secondly, one must have 
definite plan attack. acute 
disease process does not respond within 
hours after treatment insti- 
tuted, immediately either increase 
the dose the hormone being used 
switch the alternate hormone, both 
succession, need be. 


ACTH the most potent the hor- 
monal weapons now 
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DISCUSSION 


M.D, San Francisco, 


nited the eosinophil test. This commonly 


referred the “Thorn test.” 

Almost any stress will produce, through the 
wthalamic-pituitary-adrenal cortex mechan- 
ism, lowerme the number circulating 
eosinophils patient. ACTH and cortisone 


ven normal person likewise produce 
Intravenous subcutaneous in- 
idrenalin also produce, the nor- 
mal person, result. Adrenalin stimu 
lates the pituitary liberate ACTH, which 
turn stimulates the adrenal cortex produce 
word t t! tir lates the normal 
rtex produce Compound cor 
vers the number eosin 
The eosinophil response the most useful 
test for determining the activity the 
stress mechanism man. cases 
allergy, where the circulation 


being with eosinophils, the test may 


not he quite so accurate 


ACTH test follows: After 
eosinophil count, give mg. 
intramuscularly. Four hours later an- 


least cent normal individua 


The adrenalin test follows: After 
original eosinophil count, give 0.2 cc. 1:1000 

the infusion 

Instead this method, 0.3 
adrenalin may given subcutaneously and 
eosinophil count repeated four hours. There 
hould decrease least per cent 
disease, these tests usually show no decrease, 
very slight decrease circulating eo- 
the ACTH test shows normal 
response and the adrenalin test does not, the 
not functioning properly 


with cortisone and 
ACTH, the eosinophil drop usually good 
indication proper response treatment, 
and usually the symptoms subside accordingly 


ACTH does not reduce the eosinophils 
normally and symptoms not subside, but 
cortisone used with success, then the adrenal 
point that Dr. Bissell made, one does not 


work, you should try the other 
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example this asthmatic male, 
aged follows: His pretreatment eo- 
sinophil count was 345 per cubic millimeter. 
After receiving mg. ACTH intramuscu- 
larly every six hours for forty-eight hours, 
showed improvement symptoms. His eo- 
sinophil count was still 350 per milli- 
meter. The dose was increased mg. 
ACTH every six hours. After twenty-four 
hours there was slight improvement, and 
the eosinophil count had dropped only 220 
per cubic millimeter. ACTH was discontinued, 
ind cortisone was given doses 
every six hours for twelve hours. this time 
the patient’s wheezing had subsided 
eosinophil count had dropped per cubic 
millimeter. 


The following example normal 
response moderate stress. The 


patient was male, aged 45. 
count was 189 per cubic millimeter immediately 
prior Caldwell-Luc antrum operation 
one-hour’s duration under intravenous sodium 


pentothal anesthesia. Four hours later was 


meter. Three days later the count was 230 per 
cubic millimeter. This shows normal res 


ponse 


The ACTH test may used determine 
whether not patient can well tolerate 
major surgical procedure whether 
trent in emergency straits might need cor- 
Give mg. ACTH intramuscularly, 
and the eosinophils dropped 
cent four hours, the patient probably will 
not tolerate much stress 


Minn.: enjoyed Dr. presentation 
the physiology ACTH and cortisone very 
points. should, however, like enter mild 
objection some the statements which 
made his paper, particularly regard 
the suggestion the indiscriminate use 
did stress, course, some the contra- 
indications the use cortisone and ACTH 
therapy. However, one which has appealed 
some importance the fact that 
patients who have received cortisone therapy, 
such therapy produces hypoactivity the 
adrenal and they are not suitable patients for 
surgery until they have undergone suitable 
recovery period several weeks. 
tients have handled though they had 
disease emergency surgery nec- 
essary 
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also think that somewhat misleading 
suggest that such diseases hay fever, 
vasomotor rhinitis, and some the other 
minor conditions ear, nose, and throat prac- 
ice are easily relieved the use ACTH 
cortisone. have been somewhat dis- 
appointed the use these substances 
these particular conditions. the summers 
1949 and 1950 treated series cases 
with vasomotor rhinitis and asthma with very 
marked improvement their This 
last summer the same group patients were 
treated with both cortisone and ACTH with 
much less dramatic improvement 
symptomatic relief. 

The possibility developing resistance 
cortisone was suggested McNally paper 
which wrote conjunction with Bram Rose 
and others. treating vasomotor rhinitis with 
polyposis, they found that patient might 
relieved first treatment with ACTH 
cortisone; with the second treatment the res- 
ponse would less dramatic, and the third 
treatment the patient would show response 
whatever medication with cortisone with 
ACTH. Some individuals have apparent ini- 
tial resistance these substances and not 
respond them all well. This illustrated 
small group five patients whom 
have been treating with cortisone for vaso- 
motor rhinitis. Two them showed ap- 
preciable clinical response this medication, 
although they received 200 mg. twenty-four 
hours, four divided doses mouth. Two 
them showed response which estimated 
about per cent, with slight reduction 
the polyps, and only the fifth case was 
there a result which might be considered 

already have routine methods treat- 
ment these conditions, with results which 
are moderately satisfactory clinically. hardly 
think that would justified putting our 
patients the expense therapy with corti- 
sone ACTH over two-week period se- 
cure somewhat improbable and very evanes- 
cent result. McNally stated that his some- 
what larger series the disappearance polyps 
lasted about six weeks, after which time the 
condition was before treatment. think, 
therefore, that the otolaryngologist ought 
reserve the use these very potent hormones 
for those conditions which appears their 
use might life-saving matter. Those three 
conditions which seem fall this category 
experience are status asthmaticus, pem- 
phigus and lethal granuloma the midline 
facial tissues. Status asthmaticus only rarely 
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might also said pemphigus, although 
case the latter. Midline lethal granuloma 
appears fall frequently into the lap the 
otolaryngologist. Many commentators the 
use ACTH and cortisone have appeared 
dissatisfied with the fact that there was 
unifying concept which such apparently 
diverse disorders hay fever, asthma, peri- 
arteritis nodosa, pemphigus, lethal granuloma 
the midline facial tissues, lupus erythe- 
matosus disseminatus could treated 
logical basis. think, however, that there 
such basis and that can use exploring 
the possibility the use these substances 
the disorders which treat. All inflam 
matory reactions are affected by the use of 
cortisone and ACTH. 
which have enumerated find localized 
areas inflammation. Patients 
conditions not have disease; they 
have sufficient hormones the pituitary and 
adrenal cortex carry the normal phy- 
siologic reactions most regions the body 
Here and there these individuals, however, 
find areas which the physiologic reaction 
abnormal and localized 
actions appear. have presented 
elsewhere that these local 
actions are due local dysfunction the 
autonomic system. While the mechanism 
such localized disorders the autonomic 
nervous system unknown, reasonable 
suppose that involves the peripheral vas- 
cular bed part the autonomic system 
defined Petersen. find all the condi- 
tions enumerated which are favorably affected 
the use ACTH and cortisone such in- 
stances autonomic dysfunction. have sug- 
gested that such localized autonomic 
tion synonymous with allergy. Therefore, 
all these conditions which 
favorably the use ACTH and cortisone 
may classified allergic the broader 
sense of that term. 


think would unreasonable for the 
otorhinologist other physician begin treat- 
nent with one these substances unless there 
was some reasonable evidence that the condi- 
tion treated might included this 
classification allergy. lethal granuloma, 
which particularly interested, Dr. 
Moore and his associates and have been able 
report what believe the first reported 
cure this terrifically malignant and dis- 
figuring condition. these cases relentless 
destruction the midline facial tissue was 
shown Weinberg Baltimore asso- 
ciated with periarteritis nodosa other areas 
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the body. the use intra 
muscular dose 300 mg. cortisone, given 
twice daily doses, with the continuation 
day for six weeks, this 
fatal condition appears 

| would reiterate, however, that I believe 


that ir use of these substances should be 
restricted those conditions which with 
out ther use there 1s apt to be a fatal out 
sagree with the statement that 
gotten out the era clinical investiga 
tion the use these substances, and would 

est that the average otolaryngologist might 
delay little his indiscrimi 
their effectiveness has been investigated fur- 
ther and until any untoward effects that might 
produced have been ascertained 
institutions that have facilities to treat such 
conditions and estimate properly the possi 
ble result 


ite use until 


loun M.D, Baltimore, 
(by invitation): discussing 
report, would well talk from one’s own 
experience with the administration 
The final evaluation the excellence 
and the dangers such new compounds should 
made the using the ill human being 
the subject. Some the facts thus arrived 
would seem relevant this discussion. 

order ascertain the effect ACTH 
upon the tissues the upper respiratory tract, 
was decided June 1949 the Johns Hop 
Hospital have all patients undergoing 
rapy, regardless their disease, 


There were two basic reasons for this: (1) 
the upper respiratory tract offers 
for the direct observation 

inges taking place under 
(2) the Department Otology was anxious 
study changes that might take place 

conditions. Many changes the 
respiratory tract were observed during these 


tudies 
Sixty patients been under observa 
tion since Tune 1949, Some 575 complete exar 
tions have been made the upper air pass 


taken from the lymphoid tissue 


nasal polyps have been 


oved periodically throughout the hospitaliza 


Some changes have been noted 
ler treatment. The nasal 


mucosa develops dusky appearance, swelling 
and discharge are reduced, and clear mucus 


covers the mucosa. Crusts and ulceration 


the nose clear up. The tissue the 
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the crypts become more apparent, this 
tissue can easily delineated from the sur- 
rounding structures. The contrast not unlike 
the color changes seen the pharyngeal lym- 
phoid tissue infectious mononucleosis 

Twenty-four patients suffering 
piratory allergy illustrate very well Dr. Bis- 
description changes taking place 
tissues the hypersensitivity state under 
\CTH stimulation. Fifteen these patients 
exhibited marked polypoid changes 
nasal and collections polyps each 
nostril. They suffered from severe nasal and 
postnasal discharges, and one got the picture 
pale edema, nasal examination. All 
individuals the presence adequate levels 
ACTH began improve within hours 
There was rapid loss nasal edema, and 
decrease discharge. Within two three 
days the polyps became pinkish and began 
regress, eventually either disappearing 
shrinking very small size. The following 
slides illustrate the findings seen through 
nasopharyngoscope. (Slides) 

Such improvement began appear with the 
development eosinopenia. Subsequent rise 
the cosinophil count did not alter the rate 
improvement during the course therapy. 
Such improvement does not persist. 

Dr. Bissell’s remarks about the masking 
effects ACTH inflammatory reactions 
was well illustrated the fact that 
tients developed evidence of acute sinusitis 
while under therapy. Two these developed 
caused pain other warning symptoms 
aside from fever and some discharge. Patients 
now covered antibiotic administration 
t the least suggestion of fever 

Finally, the microscopic studies the lym 
phoid tissue removed during treatment showed 
uniform changes. Twenty-one 

isal polyps removed individuals 
showed nothing unusual aside from some peri- 


specimens 


Calif.: With your permission, lke 
show few kodachrome slides dealing with 
mucous membrances 

(Shde) This patient, you can see, has 
tremendous amount obstruction; her nose 
completely filled with polyps 
poid tissue that air whatsoever can pass 
through it. Even the septum involved and 
the polyposis measures almost inch thick- 
ness. She has had this condition for many 
years and has been treated well-known 
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rhinologists, who tried almost everything. 

(Shde) The nasal secretions are loaded 
with eosinophils, and the smears are typical 
mixed allergy and infection 

chronic condition such this one, 
had hoped that topical cortisone therapy might 
the answer because can maintained 
over long period time. tried sprays 
and packs for while but did good. 
Accordingly, mg. cortisone was injected 
into the polypoid tissue the nasal septum. 
After few days the dose was increased 
mg. and then mg., etc. The moment that 
she received mg., violent reaction develop- 
ed. Within ten seconds her face and neck be- 
came red and flushed (the way that you see 
after large dose niacin) she complained 
sensation substernal pressure collapsed 
and fell the floor, wheezing and almost 
pulseless. The same reaction was observed 
Dr. Wall other patients, both whom 
About cases received mg. and develop- 
almost identical systemic reactions, which 
mere coincidence. The reactions subsided 
within hour. 

continued giving the cortisone but reduced 
mg. every other day. the end one 
month little breathing space appeared, and 
was able inspect the interior the nose and 
remove polyps with ease. 

(Slide) Here you see radiograph her 
nose and sinuses just before cortisone therapy 
was started, and here one immediately after 
took effect 

(Slide) We sectioned the polyps and studied 
the specimens before and after cortisone was 
given. Except for decrease the 
edema, could see noteworthy changes 


(Slide) The histopathology, vou can 
the microphotograph, typical allergic 
polyps and consists catarrhal desquamating 
basement 
membrane, which consider collagen change, 

striking edema the tunica 
propria and disturbance the 
substances, 

(Slide) The swelling the collagen tissuc 

what makes polyp look like jelly, and 
proliferation new fibroblasts causes the 
called myxoid tissue. 

Here new-formed lymphatic 
follicle, which certainly abnormal histo- 
logic structure this part the nose 

short, about the only thing accomplished 
the injections was temporary shrinkage 


1 


the membranes, which attended with 


much danger that I do not advise it 


+ 


Before concluding, should like ask some 
questions. What, any, connection 
between the reaction mentioned above and the 
pharyngeal pituitary gland (accessory pituitary 
gland tissue) that found the noses 
more than per cent 

What, any, connection there between 
the pharyngeal pituitary and the involution 
pharyngeal adenoids? What 
micolymphaticus 


lins’ remarks very glad that brought 
out the great value eosinphil tests the 
following the clinical efficacy therapy 
with ACTH. That test very excellent 
means knowing when you have adequate 
adrenal stimulation. However, mentioned, 
allergic states may little value, and 
can cite two other instances which may 
not value. First, you will occasionally 
see patient who will respond but 
the eosinophils will not very much. That 
little rare but has been observed. Second, 
there are desperately ill cases, such those 
acute disseminated lupus erythematosus, 
which there may few, any, eosinophils 
begin with. these instances one forced 
along clinical response 

very grateful Dr. Williams for his 
comments about the suppression the adrenal 
the use large doses cortisone. 
certainly quite proper and correct saying 
that individual who has been under massive 
cortisone therapy has adrenal suppression and 
should not undergo any major surgical pre 
cedure until the adrenal has had chance 
recover. Often this process may accelerated 
giving ACTH stimulate the adrenal. 

Dr. Williams’ comments and 
Bordley’s comments about being more conser- 
vative their use and cortisone 
otolaryngology, just goes show what hap- 
pens when endocrinologist walks into 
meeting very highly specialized group 
doctors who know much more about their 
specialty than does. That why said 
the outset, preface reading formal 
remarks, that was certainly not capable 
discussing specific ophthalmologic and otolaryn 

logic entities which ACTH cortisone 
was indicated but would confine myself 
eneral discussion their known 
and pharmacologic actions which make 
clinical application widespread 

think agreement with Dr. Williams 

far the otolaryngology goes, that per- 

most the more conservative means 
therapy would still effective this parti 
cular field 
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was told that this would mixed group 
ophthalmologists and Al- 
though the use ACTH and cortisone per- 
haps not widely applicable the field 
otolaryngology, the field ophthalmology 
these drugs may dramatic. think, and this 
series some 800 cases Dr. Dan Gordon 
New York, that the patient should not 
demed use these two materials, particularly 
for the acute inflammatory and allergic dis- 
eases the eye, because fear the part 
the physician the fact that some 
phases their use are still being investigated 
That they are potent shall not deny. That 
they have complications I should certainly be 
very foolish deny. However, think every- 
one will agree that vision should not lost 
because fear their potency. merely 
means that physicians all medical specialties 
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must learn how use these materials correct- 
when the indication arises 


Perhaps this would appropriate time 
emphasize that patients receiving these 
hormones should given low salt, adequate 
protein, moderate carbohydrate diet and shouid 
receive added potassium, say about three 
five grams potassium chloride daily 


also should like re-emphasize something 
Dr. Bordley mentioned about the inflammatory 
reaction because think important, parti- 
cularly patients receiving ACTH corti- 
sone for fairly long period time. There 
very great need watch those patients very 
carefully for the masking inflammatory 
reaction due infection. our clinical prac- 
tice have always routinely put patients re- 
ceiving long term high dosage ACTH and 
cortisone therapy antibiotics. 
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progressive nerve deaf- 
ness which appears early adulthood 
occurs some families with moderate 
determine the genetic pattern involved 
such cases, two large kindreds* have 
been 

studied ten kindreds 
showing nerve deafness 
The number individuals with whom 
worked was small and was unable 
examine all the members the 
kindreds. the basis his limited 
data, hypothesized dominant form 
inheritance for nerve deafness. The 
age onset deafness Albrecht’s 
patients was not clear. Dean and 
Shambaugh and 
have also contributed the 
literature hereditary nerve deafness. 
All presented evidence that the disease 
inherited mendelian dominant 
trait. 

pathology nerve deafness, presents 
evidence that there are two types 
pathologic change associated with this 
The first involves primary 
changes the cochlear duct and saccule. 
closely connected with deaf-mutism 
man. This type hearing defect was 
From the Laboratory for the Study of Hereditary 
and Metabolic Disorders and the Departments of 
Medicine and Surgery the University Utah 
College Medicine. This study was aided 
grant from the U. S. Public Health Service, Re- 
search Grants Division. 

*A kindred includes all the descendants of one in- 
dividual. 
Presented at the Fifty-Sixth Annual Session of the 


American Academy of Ophthalmology and Otolaryn 
gology, Oct. 14-19, 1951, Chicago, II. 
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recessive trait. The sec- 
ond type shows degenerative atrophy 
the spiral ganglion and cochlear nerve 
fibers. conclusion can drawn 
the type involvement until autopsy 
material becomes available. 

Methods Study 

Utah presents unique opportunity 
for the study traits large kindreds 
for several reasons. First, most 
agricultural areas, large families have 
been the rule. Second, many instances 
Third, there great interest among 
Mormon people the keeping fam- 
ily records. 

Kindred the investigation was 
stimulated common interest the 
defect the part geneticist, 
otolaryngologist, and 
members the kindred, Deafness was 
found Kindred during investi- 
gation 
Kindred comprises the same popula- 
tion referred previous publica- 
tion? Kindred 119 (figure 2), nu- 
merical designation employed 
Laboratory. The method procedure 
making examinations was have 
members the kindreds gather small 
groups, either the physician’s office 
the homes the members. Each indi- 
vidual was questioned separately about 
members his family, The information 
obtained this way was checked against 
information from other members the 
family and verified, where possible, 
cluded personal ear, nose, and throat 
history and physical 
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tion and audiogram. When 
done home, quiet room seclud- 
portion the house was selected for 
the examinations. 

order check the accuracy 
audiograms, cases were selected 
random and checked again three 
five months after the initial examina- 
tion. The greatest deviation from the 
original audiograms was found 
decibels, well within the limits error. 
Ninety-three members Kindred 
and five individuals who had married 
into the families, and sixty-two mem- 
bers Kindred and two their in- 
laws were studied, 


Description the Trait Kindred 

Englishman, born 1788, im- 
migrated Utah with the early pio- 
neers. Three hundred and nineteen 
his descendants have been traced, and 
have been found deaf. these, 
were deaf from causes other than 
hereditary nerve deafness, Nineteen 
other members the kindred not classi- 
deaf were found have 
marked high tone loss. the numbers 
deafened keep increasing, they will 
represent public health prob 
lem 

children, three whom were deaf, two 
died infaney and one died years 
age. Nothing known the other 
two their descendants. (See figure 
1.) individuals the third gen 
eration, were deaf. the fourth 
were affected, the fifth generation 
the ratio affected individuals was 
118. The sixth generation chil 
dren has already shown affected mem- 
bers. members the fifth and 
sixth generation are, however, still too 
voung for the deafness have become 
apparent 

opinion places the age on- 


set of the deafness at about the age of 
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childbearing. Since they noted that 
occurs equally often both sexes, preg- 
nancy can not considered contribut- 
ing factor. The deafness apparently in- 
creases with age but never becomes to- 
tal. 

effort check the family 
opinion, individuals were examined. 
The age onset was found the 
early twenties. While was occasionally 
monaural the beginning, ultimately 
affected both ears equally. Deafness 
never became total, and while severe 
enough require hearing aid some 
the older members the kindred, 
was never severe that hearing aid 
was help. 

Tinnitus was not 
About one-third the individuals who 
developed the hearing defect stated that 
had this symptom, However, some 
the normal individuals the kindred 
also had tinnitus. 

defect was found among the 
individuals, particularly those 
their teens, This was high tone loss 
not reaching the range. 
member the described 
the defect the inability hear violins 
orchestra. 

the individuals examined, 
per cent showed high tone loss; 
per cent showed nerve deafness; per 
cent had developed deafness from other 
causes, and per cent had normal hear- 
ing. has been used 
the mechanism change diseases 
unknown etiology. One hesitates, there- 
fore, employ this term expiain the 
dynamics the developing deafness 
this kindred. does, however, seem 
possible explanation, 

Ten members the kindred have de- 
veloped hearing impairment from other 
causes. Five these had repeated otitis 
media children and showed definite 
conductive hearing loss. entirely dif- 
ferent audiogram curve was determined 
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for these individuals than was obtained 
for those suffering from the hereditary 
nerve type deafness. Three other in- 
dividuals suffered from acoustic trauma. 
was miner whose job had been 
detonate charges explosives for many 


vears. The other two returned from 


Adull mote ath normo! hearing 
Mole under 25 with normo! neering 


Adult! norma! neering HERE TARY 


PROGRESSIVE NERVE DEAFNESS 


Possible Causative Factors 
Other Than Hereditary 

search was made effort re- 
late the loss hearing other than 
hereditary factors. Tonsils, adenoids, 
allergy, malocclusion, and sinusitis were 
all investigated detail 


Famiiol mole 
deetness 
NERVE DEAFNE 


Otner type of 


weer 25 norme! heering 


(112, 


military service with this type hear- 
ing impairment. These all had the 
shaped dip 4096 double vibrations per 
The last two had post-traumatic 


where the ear drums had been ruptured 
and there had been bleeding from the 


ear©rs. 


fone lone 


Laboratory designation 


causes, but association was found, 
deviated septum, interestingly enough, 
present per cent the individ- 
uals who are deaf opposed per 
cent the entire group. Thirty-one per 
cent those with deviated septums 
were also difficult explain 
the association deviated septums with 
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nerve deafness. Whether not there 
genetic relationship not clear. 
Further study this aspect the prob- 
lem planned. 

The loss teeth showed striking 
association with nerve deafness this 
kindred. There were edentulous peo- 
ple who were examined, and these, 
only one had normal hearing. These in- 
dividuals were the older age group 
and many had their teeth removed 
effort prevent the progression the 
deafness. Nevertheless, difficult 
explain the striking correlation between 
loss teeth and nerve deafness 
many cases, 

investigation showed associa- 
tion diabetes, nephritis, and meta- 
bolic diseases with nerve 
Blood types and factors were deter- 
however, there were insufficient 
data determine any relationship one 
way the other between nerve deaf- 
ness and these characteristics. 


Inheritance the Trait 

The problem determining the type 
inheritance was complicated sev- 
eral factors. First, individuals 
kindred cannot evaluated 
spect the disease until they are 
their early twenties Second- 
ly, some the members the kindred 
were deceased and others 
available. Finally, other types deaf- 
ness were introduced, making neces- 
sary diagnose each case with care. 
For example, individual who was 
afflicted with hereditary 
married into the Until this 
deatness was recognized, consider- 
able occurred analyzing the 
data. 

The data indicated that nerve deaf- 
ness this kindred inherited 
simple mendelian dominant 
complete penetrance. Since there was 
instance two deaf individuals marry- 
ing, the crosses were all back crosses 
which should give 1:1 ratio normal 
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affected offspring. every case 
hereditary nerve deafness, one the 
parents was 

order test statistically the ex- 
pected 1:1 ratio, families were select- 
which one parent was deaf and 
which there was opportunity for test- 
ing deafness the offspring. all 
there were 122 offspring. Fifty-five 
these had hereditary nerve deafness, 
suffered from other types deafness, 
had high tone loss and had normal 
hearing. consider all but the 
individuals with nerve deafness hav- 
ing nonhereditary forms deafness, 
the ratio would 55:67. This de- 
viation only from the expected 1:1 
ratio, which not significant. the 
individuals having high tone loss are 
added the affected with nerve 
deafness, the ratio would affected 
normal, almost perfect 1:1 
ratio. 


Kindred 

Kindred presents more complex 
picture hereditary deafness. The orig- 
While the descendants one have been 
normal, the 234 descendants 
the other have had interstitial pyelo- 
nephritis and have had hearing im- 
pairment. this kindred deafness 
restricted males, though the 
nephritis appears both sexes, Trag- 
ically, after puberty the pyelonephritis 
worsens rapidly the males, usually 
causing death the thirties. 


Description the Trait 

reiterate, the original progenitor 
had two wives, the first which had 
normal children whose descendants re- 
mained free these traits, and the 
second wife, sister the first, had 
children, one whom 
hearing and pyelonephritis. 
(See figure 2.) individuals the 
third generation from the second wife, 
were deaf and were affected with 
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pyelonephritis. Only one the 145 
members Generation showed the 
hearing impairment and showed py- 
elonephritis. Figure shows three 
members Generation but the two 
descendants patient are ex- 
cluded because the father 
viduals showing nerve deafness may 
attributed the lack maturity the 


able suggest, with any degree ac- 
curacy, the age onset. The deafness 
usually reaches only moderately severe 
stage. However, the deaths from pyelo- 
nephritis occur the third and fourth 
decade rule, and consequently there 
little time for severe deafness de- 
velop. 

Tinnitus was not found association 
with deafness, Only one member the 


DEAFNESS KINDRED 


FIG. 2—Hereditary nerve deafness in a Kindred (119, Laboratory designation) referred to in this paper 


as Kindred II. 


members this generation the 
lethal nature the gene. far 
hearing impairment has appeared the 
six individuals who comprise Genera- 
tion 


The relatively small number indi- 
viduals the kindred with hearing im- 
pairments has made the analysis the 
trait difficult. The family has been un- 


kindred, woman years age with 
the added complication parkinsonism 
and history mastoiditis, complained 
ringing the ears. The three others 
who mentioned the presence tinnitus 
all belonged family descendant from 
and her husband, who had oto- 
sclerosis. 


Kindreds and high tone loss 
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appeared affected individuals. the gene causing the nephritis. 


latter, however, there seemed two 
classes audiograms. The first, similar 
Kindred indicated gradual loss 
perception the higher tones. the 
second class V-shaped dip 4096 
which 
spread both directions was shown 
the audiograms. Eight 
longed Class and three belonged 
Class The significance these varia- 
tions will have determined fu- 
ture studies, the latter three individ- 
uals history exposure noise 
explosion other than that occurring 
hunting trips 


second 


asional 
ehcited. 

()f the members the kindred 
amined, (or per cent) showed 
high tone loss, (or per cent) showed 
hereditary nerve deafness and (or 
per showed hearing impairment 
another type. These were the two oto- 
sclerotic children and grandchild 
man with this disease who married into 
the kindred. 

correlation was found with pres- 
ence or absence of tonsils, adenoids, al- 
septum, 
sinusitis, tinnitus teeth. The study 
suggested that 
premature aging have been the 
cause deafness. far, studies 
different 
Further 


malocelusion, deviated 


the trait Kindred 


Kindred would indicate 
mechanism for the deafness. 
studies are necessary determine the 
possible cause 


The data, considered themselves, 
suggest that deafness Kindred 
inherited sex-linked recessive trait 
Since the gene for pyelonephritis in- 
the 


now not clear whether the 


From the data 


deafness due separate gene 


generations mature, further 
data will collected attempt 
clarify this point. 


SUMMARY 

Two kindreds showing nerve deaf- 
ness have been reported, Kindred 
definite pattern inheritance was indi- 
cated. The trait was inherited 
autosomal dominant with complete pene- 
trance. Kindred nerve deafness oc- 
curred only males and was due 
sex-linked recessive gene was sec- 
ondary effect pyelonephritis. Which 
these possibilities correct cannot 
stated with any degree certainty 
until the younger members the kin- 
dred become old enough develop the 
trait. clear, however, that there 
more than one 
“hereditary” progressive nerve deaf- 
ness later life. 
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DISCUSSION 


Vicror Goopuitt, M.D., Los Angeles, 
unique presentation Dr. Dolowitz. 
probably the first time history that com- 
plete study of six generations of deafness has 
been presented 

There are few localities the world where 
possible carry genetic studies with 
much accuracy the Mormon community 
Utah. this region, genealogical records 
have heen scruplously maintained, 
graphic and sociologic unity affords oppor- 
tunity for study several genetic diseases. 
The review of two kindreds with marked he- 
reditary progressive nerve deafness indeeda 
laudable and valuable addition the otologic 

numerous varieties genetic nerve deafness 
that probably occur. Two basic types gene- 
tic nerve deafness have been recognized. The 
first the type due some distinct partial 
complete cochlear auditory neural pathway 
aplasia which present birth and which 
results profound infantile nerve deafness 
birth. The second the so-called heredo 
degenerative group which see 
fantile nerve which may come 
early the first second year life 
and adult which comes the sec- 
ond and third decades life. Dr. Dolowitz’ 
series confined the latter group. 
member either kindred was there any ap- 


The evidence produced the study shows 
rather conclusively that the etiologic factor 
these kindreds was genetic trait. There must 
apparent specificity genetically for this 
tvpe cochlear degeneration, characterized 
high tone perceptive impairment. 

There have been relatively few attempts 
genetic study this type neural deafness 
Most prior attempts have been limited 
infantile group. Investigators the Clark« 
School, including Hopkins and Macklin, have 
statistical studies the 
aspects young children. Dr. Dolo- 
tz, however, deals with entirely different 
specific type nerve deafness which the on- 
set the second and third decades life 
and none which the deafness profound 
the point complete disability. the most 
severe cases these individuals could 
habilitated with hearing aids. 

will look Dr. Dolowitz for future 
reports when will possible for 
him obtain temporal bones and brains from 
some his patients. Until such pathologic 
studies can made the definitive anatomic 
localization for the genetic trait will 
doubt. Such studies will the utmost 
value furthering our knowledge cochlear 
and cerebral cortical localizations sound 
pathways. have had too little opportunity 
study the temporal bones and brains 
dividuals afflicted with perceptive deafness. 

hoped that otolaryngologists will 
the alert and secure temporal bones and 
brains from any their patients upon whom 
accurate audiometric records are available. The 
availability audiometric studies patients 
only recent otology. only during the 
past ten fifteen years that fairly routine 
audiometric studies have been made patients 
presenting the complaint hearing loss. 
is therefore to be hoped that in the next de- 
cade two will begin accumulate 
sufficient temporal bone and brain material 
correlate known audiometric information 
“Nerve deafness,” among other otologic terms, 
will then re-evaluated and reclassified etio- 
logically, anatomically, and pathologically. 

should like congratulate Dr. Dolowitz 
important contribution otology 


Franz M.D., New York, 
The very interesting studies Dolowitz and 
Stephens showed that many members two 
kindreds suffered from progressive nerve 
deafness which started high tone loss 
the second decade life. 
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Anatomic investigations this means 
rare type hearing loss are, unfortunately, 
completely lacking. really represents 
premature aging the hearing mechanism,” 
the underlying anatomic changes 
similar those They would 
then consist mainly and primarily degenera- 
tive changes in the cells of the spiral ganglion 
the cochlea, starting the lower half 
the basal turn without involvement 
organ Cort 

findings cases so-called inherited 
hich very marked even 
complete deafness was already present at birt! 


cannot itistactorily explain a hearing loss 
which does not become manifest before the 
sl Wwiy 

This particularly true the findings 
ses with dominant hereditary trait 
where the cochlea is malformed (so-called 
The cochlear duct shows de- 
fective development and hydropic dilatation, 
particularly the upper part, together with 


cases hearing present all, considerably 
reduced and more the lower than the 


The known cases with heredi- 
tars trart show histologically degenerative 
tropl changes the epithelial structures 


throughout the cochlear duct, particularly ot 
the organ Corti and the 
These changes may may not combined 


with atrophy the spiral ganglion 


higher acoustic centers 


are the findings certain 


rodents with recessive deafness and locomotor 
Although most them become 


shortly after birth, some, the deafness 


starts between the and thirtieth 


and another mutation even much later, 


not before the fourth month life. The histo- 
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logic changes are similar type those 


man but less marked. But even these rodents 
the deafness progresses very rapidly and leads 
short time complete deafness 

is, therefore, very improbable 
mary changes the stria vascularis and the 
organ Corti could cause slowly progres- 
sive deafness late onset. 

Premature aging the hearing mechanism 
is, therefore, still the best explanation the 
other conditions, what inherited not 
anatomic anomaly but “localized organ 
weakness” (Streeter) which manifests itself 
in a lowered resistance of the cells of the 
spiral ganglion ordinary wear 
This leads unusually early onset those 
degenerative changes which are 
garded as a characteristic feature of advanced 

ge. The marked individual differences the 

effect prolonged exposure loud sounds 
ind in the time of onset and pace of progress 
ordinary presbycusis are explained 
similar way. 

Without discussing any the genetic as- 
the cases, just want point out 
that recessive deafness not infrequently 
combined with other inherited defects, for in- 
tance, with the recessive form 
pirementosa 


wish thank the two 
gentlemen for their discussions and for the 
encouragement they gave when 
ceived the paper 

\s tar as we can tell, we have been unable 
find any other associated hereditary defect 
these two families than those presented. 
family absolutely normal. The other 
has only the pyelonephritis associated 

also looking forward the time when 
can get autopsy, but kind hard 
wish that some your patients. 
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IMPROVED HEARING CONGENITAL AURICULAR 
MALFORMATIONS: REVIEW THE RESULTS 
OBTAINED SURGICAL METHODS 


M.D. 
DENVER, COLO. 


material for this paper was com- 


piled from questionnaires sent the 


members the American Academy 
Ophthalmology 


FIG. 1 


visceral arches 
and want thank all you who were 
kind enough send the data your 
cases. realize that there are many 
gaps still filled because, al- 


From the Department of Surgery, Division of Oto 
laryngology, University of Colorado Medical School. 
Presented at the 
American Academy of Ophthalmology and Otolaryn 
Oct. 14-19, 1951, Chicago, Il. 


Fifty-Sixth Annual Session of the 


ways the case, many reports were in- 
complete. Since none have enough 
these cases allow try various 
surgical technics, hope that the infor- 


Model to show the development of the ossicles, 
Modeled after Kollmann. (From Richards.") 


mation presented here will 
standardize the surgical technic 
employed these cases. 

The problem presented these pa- 
tients with congenital malformations 
the middle and external ear the same 
today was 1914 when Dr. John 


Randolph wrote follows: 
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attitude writers this subject 
the past has been, with few exceptions, uni- 
versally against operation without doubt 
uenced refrain from oper- 
that could have been 
cases] are sufficiently numer- 

Warrant some attention being directed 
them, particularly when found, believe 
show, that the rare ex- 


considerable number 
have been infl 
ation on cases 


helped 


stigation will 
} 


here improvement hearing will 
not gained the proper surgical procedure. 
The possibility gaining for the child the 
early devel pment of speec h and expre ssion 
and all that goes with improvement hearing 
well worth striving for 


PATTEE TRANS. 
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unfortunate individuals, not improve 
their appearance but improve their 
hearing, 

Time does not permit presentation 
the various types embryologic de- 
fects encountered, but any one who in- 
tends operate this type anomaly 
should first read the articles 
Richards has been kind enough al- 
low show pictures his wax 
models which demonstrate the general 
nature the anomaly, 


FIG, 2--Model to show the formation of the occluding bony plate from the laterohyale. Note absence of the 
tympanum. Modified after Kollmann. (From Richards.™) 


spite Page’s pleas for doing 
something for these patients with bilat- 
eral atresia the auditory 
canal, the attitude otologists gen- 
eral has been leave them alone. Now 
because better understanding 
the embrvology the congenital de- 
formity and improvements otological 
surgical there has been 


vival interest operating these 


The normal embryologic development 
hown figure Please notice that 
the incus and malleus are formed from 
cartilage, the stapes from the 
cartilage, and the tympanic 
bone separate and distinct anlage. 
congenital atresia (fig. notice that 
which normally 
forms the auditory canal absent. 
its place enlargement the stylo- 


the 
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hyoid cartilage, which forms 
plate. This bony plate occupies the nor- 
mal position the annulus and mem- 
brana tympani, and the incus and malle- 
may attached it. This bony plate 
may remain thin, may enlarge until 
fills the entire space usually occupied 
the auditory canal. figure the ex- 
ternal appearance normal infant 
temporal bone and its relationship the 
mandible are compared that found 
congenital atresia. Notice that there 
auditory canal present; allowance 
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not call these cases congenital atresia. 
believes that implies that 
the canal was once formed and then 
closed, whereas reality the canal nev- 
was formed. 

After studying the data obtained, 
evident that each case presents spe- 
cial problems which are the results 
the variation the nature the anom- 
aly. The deformity the auricle varies 
from normal almost complete ab- 
sence, The canal may occluded 
bony plate which very thin and, 


normal external bony meatus and the same region in the 
(From Richards.) 


FIG. 3—Models to show the of the 


presence of a congenital bony atresia 


appearance 


must made for this absence the 
auditory canal when starting operate. 
other words, during the operation 
what appears the posterior border 
the auditory canal actually the an- 
terior surface which articulates with the 
mandible. 

Because the auditory canal never 
formed these cases, Dr, Charles 
Kinney® Cleveland believes that 
should change our nomenclature and 


part, even fibrous, may occluded 
bone throughout its entire length. 
few cases, the occlusion membran- 
ous and normal membrana tympani 
found, The and malleus may 
normal, deformed, absent. Often 
they are fused together single os- 
The stapes not deformed fre- 
quently the other ossicles, but may 
rudimentary, and even fixed bony 
spicules, shown Kelemen (fig. 
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rule, either the incus malleus 
articulates with and may adhere the 
bony plate occluding the auditory canal. 
They may also attached abnormal 
bony spicules fixed fibrous bands 
other portions the middle ear cav- 
ity. The stapes may fixed directly 
bone spicules indirectly the fixa- 
tion the incus and malleus. 

The facial nerve often found ab- 
normal positions and cases was 
reported being found the external 
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tion previously because its importance 
has been overlooked. Fortunately can 
detected before surgery means 
roentgenograms that the otologist 
can prepared for the 
have been unfortunate enough oper- 
ate one these sclerotic cases, and 
since there are absolutely landmarks 
other than the dura the middle fossa, 
the operation most difficult. the 
ears which data were obtained, 
8.0 per cent, showed this anomaly. 


FIG. stapes, showing the crura only above the medial half the footplate. The 
space between the crura is filled with connective tissue, There is no capitulum. The rudimentary 


stapedin 


surface the mastoid process. Facial 
paralysis was reported complication 
cases, all which showed recov- 
ery. know that has occurred sev- 
eral other cases, but since the data were 
not submitted these cases, they are 
not included. 

abnormality that encountered 
rather frequently the complete lack 
pneumatization the temporal bone. 
This defect has not received much atten- 


is muscle is without a tendon. (From Kelemen.) 


ears which were operated very 
capable otologists, the operation could 
not completed because the middle ear 
cavity was never found. 

Questionnaires were completed 
otologists representing their findings 
patients. There were bilateral 
cases and unilateral ones, the uni- 
lateral cases the defect was found equal- 
have seen identical twins, one whom 
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had the defect the right ear and the 
other the left ear. The sex ratio was 
males females and almost all 
this variation was found the unilater- 
cases. This might due the fact 
that boys cannot hide anomaly 
well girls and hence are more apt 
seek surgery, Counting the bilateral op- 
erations, data were obtained total 
ears. 


z 


Three otologists sent data pa- 
tients that were operated upon prior 
the publication paper!® this 
subject The earliest operation 
which follow-up audiograms are 
available was reported Dr. Benton 
ful hearing has been maintained for 
years after operation. Dr. Colver intends 
re-present this case next spring the 
meeting the American Laryngologi- 
cal, Rhinological and Otological Society, 
will not discuss further. 


Altogether, audiograms were avail- 
able for study ears. these 
ears, hearing was improved surgery 
39, per cent, but the improve- 
ment was later lost ears that per- 
manent improvement hearing oc- 
curred only 33, 70.2 per cent. How- 
ever, only ears, per cent, did 
the hearing improve the serviceable 
level average loss decibels 
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less the critical speech frequencies. 

The surgical procedures that have 
been carried out these cases fall into 
several broad classifications. the first 
group are found those surgical attempts 
canal for cosmetic reasons, without any 
attempt improve hearing. Such cases 
are not included this discussion, 
second group that not included con- 


sists those cases which the atresia 
the auditory canal was not bony, but 
membranous. these cases normal 
tympanic membrane was found and the 
hearing returned normal after the 
membranous obstruction the canal 
was corrected. the third group are 
found those cases which the incus 
and malleus were removed order 
release the fixation the stapes. 
the fourth group operation the 
middle ear and mastoid was done, but 
none the ossicles were removed, 
the fifth group fenestra was made 
the labyrinth improve the hearing. 


the third group there were ears 
which either the incus, malleus, 
both were removed, and these, 38, 
90.5 per cent, showed improvement 
hearing. However, 10.5 per cent, 
the ears which the hearing im- 
proved, later became worse, indicating 
that adhesions and scarring had caused 
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secondary fixation the stapes after 
the operation. Audiograms 
tained only these ears. Only 
11, 30.6 per cent, had improve- 
decibels less the critical speech fre- 
Many the patients and otol- 
ogists were pleased with the results even 
though the hearing loss remained below 
the serviceable level decibels. 
However, one otologist reported that his 
patient still wears hearing aid after the 
operation even though the average hear- 
ing loss was only decibels. 


Dr. Philip suggested that 
after the and malleus 
moved, enough the bony plate oc- 
cluding the auditory canal should re- 
moved that the head the stapes 
would conical skin graft 
should then placed against the head 
sound-conducting mechanism. 

subgrouping the third group 
ears which the incus and malleus 
were removed was made order 
compare the results obtained placing 
such graft directly over the stapes 
with the results obtained when the graft 
was not against the stapes. There were 
ears this subgrouping and 16, 
per cent, showed improvement 
hearing after the operations. One the 
hearing which was lost subsequently 
was this Audiograms 
were obtained ears the sub 

per cent, had 
average serviceable level hearing 
decibels less the critical 
speech This compares with 


ears out 27.3 per cent, 


group and only 35. 


which the average hearing loss was 
decibels less the group where the 
graft was not placed against the stapes. 
The distribution the hearing loss be- 
lew the decibel level was about equal 
the two subdivisions. Thus would 
appear from the data available that some 
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advantage gained placing the 
graft over the stapes. 

the fourth group ears 
which none the ossicles 
moved, 12, per cent, showed im- 
provement hearing following surgery. 
Two the ears, 16.7 per cent, 
that showed initial improvement 
hearing lost subsequently. Audio- 
grams were obtained these 
ears, and 45.5 per cent, showed 
average serviceable hearing level 
decibels less the critical speech 
frequencies. This group represents the 
ears which the ossicles showed little 
any malformation, and the occlusion 
the auditory canal was sometimes 
combination bone and fibrous tissue. 
From studying the reports submitted, 
belief that the increase good re- 
sults this group was due the mild- 
ness the deformity rather than the 
fact that the ossicles were left intact. 
comment one our better otolo- 
gists about his case which the hear- 
ing improved and then worsened 
interest this connection. states: 

had been mistaken thinking that when 
separated the bony attachment the incus 
the bony plate the occluded canal that 
movable ossicular chain would conduct sound 
with full thickness graft over it. Subsequent 
experience showed should have removed the 
incus and malleus 

Since the improvement hearing fol- 
lowing surgery not consistent and fre- 
quently not serviceable level, 
fenestration the labyrinth has been 
done few cases. This was first sug- 
gested Ombredanne® who did 
one-stage operation. this country fen- 
estration has been done both the orig- 
inal operation and also subsequent 
stage operation with 
these cases, and since discussing 
this paper, hope will present his 
technic more detail than time will 
allow. 
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Data were received ears which 
the fenestra was made the original 
operation, and only ear did the hear- 
ing improve average level 
decibels less. The cases which 
the fenestra was made secondary 
operation are sufficient importance 
receive special attention. one case the 
hearing improved after the first opera- 
tion, but only average loss 
decibels. 
hearing was further improved 
average loss decibels the crit- 
ical speech frequencies, the other 
case, bilateral operations were done but 
there was appreciable improvement 
hearing either ear, the average loss 
being decibels. Subsequently fen- 
estration operation was done one ear 
and the average hearing level improved 
decibels. 

The only complications reported 
this series cases were facial paralysis, 
labyrinthitis from one-stage fenestra- 
tion, and secondary atresia the audi- 
tory canal. has been pointed out, the 
facial nerve often abnormal 
position and the surgeon must con- 
stantly the alert prevent injury 
it. The incidence labyrinthitis can 
probably reduced the fenestra 
made second operation. The secon- 
dary atresia troublesome and may re- 
quire subsequent operation. believe 
results because the new canal that 
formed not made large possible 
and the graft used too small cover 
the raw surface the wound complete- 
ly. requires piece skin least 
inches diameter line the cavity 
properly, and far better have too 
much than too little. 


SUMMARY AND CONCLUSIONS 
After studving the data submitted, 
the opinion that all bilateral cases 
congenital atresia the auditory 
canal should operated upon at- 
tempt improve hearing. result 
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all the various surgical proce- 
dures used, permanent improvement 
hearing can expected about 
per cent the cases. This improvement 
hearing sufficient bring the hear- 
ing.up average loss decibels 
less the critical speech frequen- 
cies only per cent the 
Therefore, believe that the first opera- 
tion should done such manner 
that secondary fenestration operation 
those cases where the hearing fails 
reach the serviceable level. This 
means that the incus and malleus should 
removed and the labyrinth skeleton- 
ized, that the secondary operation 
only necessary elevate the graft 
and make the fenestra. 

The advisability operating the 
unilateral case still debatable. far 
the hearing concerned, the opera- 
tion not indicated long service- 
able hearing present the normal 
ear. The only reason, then, for operat- 
ing upon unilateral deformity im- 
prove the appearance and perhaps there- 
the patient, some cases these re- 
sults have been immeasurable value. 
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DISCUSSION 


The 1947 milestone the sur- 
vical correction congenital atresia the 
ear, for that year independently and almost 


nultaneously Pattee Denver and Ombre- 
danne Paris published the first really en- 
couraging results 

Dr. Pattee’s very complete and very fine 
uld like add and emphasize 
tew pornts 

First wish call attention again the 
marked distortions anatomy the con- 
deformed outer and middle ear. The 


small absent and the 
run aberrant course. Facial 
very real hazard from this oper- 
usual approach the 


antrum mav be very 


particularly dangerous, for the surgeon search 


antrum that exist easily 
injures the facial nerve. Facial 
vsis has probably occurred more often than 


indicate operations for 


well recall that the 
ation for atresia Kiessel- 


ould 
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bach 1883 resulted facial paralysis. 
otologist should attempt this work who not 
thoroughly trained and experienced endau- 
ral surgery. 


The second point that Lempert’s endaural 
approach ideally suited for these operations. 
The danger injury the facial nerve can 
minimized the atticotomy approach 
this mean open the attic first re- 
moving the bone the superior meatal wall 
until the attic entered. Since congenital 
atresia the osseous meatus partially en- 
tirely absent and the head the mandible lies 
close the mastoid process, must remove 
the bone the posterosuperior nonarticular 
portion the temporomandibular 
reach the attic. Once the attic has been entered 
and the facial nerve has been identified, the 
cavity can enlarged safely the desired 
size under magnification with the binocular 
loupe 

The third point that wish make that 
the same technic not applicable every 
case. Rather must adapt the technic the 
particular deformity that found 
construct sound conducting apparatus that 
will most closely approximate the normal. Let 
illustrate with few examples. 

The external auditory meatus begins the 
embryo funnel-shaped depression repre- 
senting the first branchial cleft. Later on, from 
the medial end this “primary meatus” 
solid cord epithelial cells extends inward 
toward the tympanic cavity. Canalization 
this solid cord cells begins the tympanic 
end form the osseous “secondary meatus,” 
the canalizing process extending laterally 
join the primary meatus and form the com- 
pleted external auditory canal. the arrest 
development occurred just after the cana- 
lization began but before was completed, 
there will atresia with normal 
membrane ossicular chain. One needs only 
create large osseous meatus and line with 
sound conducting system. This was done two 
our operations for con- 
genital anomalies the outer and middle ear. 


thickness 


ears mn series of 


The middle « comes from the first 
branchial cleft, while the cartilage the first 
arch, called cartilage, forms 
the incus, malleus and mandible, and the 


ar cavity 


lage the second arch, called carti- 
lage, forms the Reichert’s cartilage 
the seat the deformity, congenital stapes 
with normal meatus, 
tympanic and malleus 
Three our ears showed this deformity and 
fenestrated 


mcus 


ankylosis 


membrane 


were 
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The most common deformity involves Meck- 
cartilage with atresia, absent tympanic 
membrane, and deformed incus, malleus and 
mandible. The so-called Treacher-Collins syn- 
drome with atresia and “Andy Gump” jaw 
the result. these cases new meatus lined 
Thiersch grafts created, the deformed 
incus and ntalleus are removed and full thick- 
ness graft placed against the stapes form 
substitute tympanic membrane. This was 
done five our ears. the malleus and 
incus appear normally mobile, have left 
them place and have placed the full thick- 
ness skin against them. are not yet 
sure that this better than placing the graft 
against the stapes, but theoretically the sound 
conducting system nearer normal with 
ossicular chain. not believe the laby- 
rinth should fenestrated routinely ad- 
vocated Ombredanne, but only when there 
stapes ankylosis. 


The hearing results our series 
operated ears are similar those reported 
Dr. Pattee; actually most our cases are 
included his series. the most recent test, 
our ears were the level practical 
hearing 


one our cases middle ear attic 
antrum could found, and the operation was 
not completed. Except for one patient with 
facial paralysis operated upon elsewhere 
the postaural route who came for repair 
the nerve, there have been cases facial 
nerve paresis paralysis. agree with Dr. 
Pattee that selected cases with good coch- 
lear function the operation for congenital 
atresia the endaural route useful pro- 
cedure which offers the patient good chance 
gaining practical hearing. 


Graar M.D., New York, 
Y.: Before showing the slides the two- 
stage technic with fenestration should like 
ask Dr. Pattee one question. Did record 
the time factor between the operative pro- 
cedure and the taking the audiograms? The 
reason mention this because the case 
that did following the first-stage operation, 
which was done much according Pattee’s 
decibel level was obtained and this held 
until about the tenth week. Then the third 
month dropped down decibels and 
there stayed. this factor was not recorded, 
might make some difference the averages 
which were found. The same thing holds true 
for fenestration operation. generally 
not consider have good result until 
least one year has elapsed. 
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(Slide) This case shows minimal amount 
deformity the right ear; therefore, 
chose for the side operate 

(Slide) The preoperative audiogram shows 
excellent bone conduction across the board and 
duction. 

(Slide) The first-stage procedure was car- 
ried out endaural approach, and, you 
can see, when got down the cortex there 
was sign canal any landmarks 
by. this particular case found that 
had fairly well-pneumatized mastoid, 
least had hope were going find some- 
thing under that cortex. 

After getting through the cortex 
and going down and finding the middle ear, 
encountered atrophic incus and malleus. 
The stapes was found well developed and 
mobile. From then the procedure was 
skeletonize the horizontal canal thoroughly 
order prepare for fenestration, should 
second-stage operation found necessary. 
dermatome skin graft was then made from the 
abdomen and took square inches. take 
considerably more than think necessary. 
looks like enormous cavity this stage 
the game. This was sectioned into several 
pieces, and one piece was placed into the depth 
the cavity, covering the canals and the mid- 
dle ear. The other pieces were attached the 
periphery the wound and allowed drop 
down into the cavity. The cavity was then filled 
melted paraffin was removed and duplicate 
acrylic mold was made from this, through 
which quarter-inch hole was drilled order 
allow drainage. Then this mold was used 
during the epithelization stage order help 
keep the cavity from contracting down too 
much, for even with this procedure the cavity 
becomes relatively small. 

(Slide) This shows the ear and the canal 
following the operative procedure. This two- 
stage technic permits obtaining 
flap with minimal amount tissue reaction 
and, therefore, very little opportunity for sec- 
ondary infection, with the hazard develop- 
ing and loss cochlear function. 

(Slide) this second stage all 
incision and down and cut flap. The flap 
cut such manner that the hinge placed 
anterior the horizontal canal. The flap was 
elevated readily. There was little bleed- 
ing, and the fenestration was done the usual 
manner and the flap placed back position 
and held place with light paraffin mesh 


gauze 
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(Slide) The dotted line represents the pre 
operative audiogram. The single 
presents the final drop the audi 
four months after the first procedure You 
decibels, but that lasted only about ten weeks 

then dropped down the decibel 


gran 


level. The dotted line represents the audiogram 
following fenestration. That was taken six 
months. took one week ago which repre- 
ents seventeen months postfenestration and 


remains that same level 

Kinney, M.D., Cleveland, 
should only like add that 
mind this one the more monumental 
pieces work that have been done our field 


otology. did have facial paralysis one 
cases. Fortunately, has recovered 
proximately per cent. was the type 
ease that Dr. Shambaugh referred to, the so 
called Treacher-Collins syndrome, and should 
make this addition. those cases, the 
temporal muscle completely haywire. The 
paralysis resulted when nearly com- 
pletely severed the facial nerve incision, 
had done bit bone work. When 
reoperated upon the case three weeks later 
found nearly severed facial nerve the 
upper end the endaural incision. repeat, 
was the upper end the endaural inci- 
ion. The point exit the facial nerve was 
approximately millimeters cephalad 
that one finds the greatest abnormalities the 


PATTEE TRANS. 
facial nerve. 

Dr. want thank Dr. Kinney, 
Dr. Woodman, and Dr. Shambaugh for their 
kindness their discussion. 

Dr. Woodman asked whether not par- 
ticular attention was paid the length time 
after surgery that the audiograms were re- 
ported The questionnaires asked this but it 
was not always answered, and was not 
always taken into consideration. However, 
reported, there was immediate improve- 
ment hearing some patients which later 
wi rsened. 

Dr. Fowler asked what age would 
doing this operation. That still de- 
perhaps, but sure that any 
who heard Mrs. Tracy Sunday night would 
agree that the sooner you can improve the 
patient’s hearing level the 
better. However, stated 1947, not 
operating these individuals until 
you are sure there hearing present, because 
some cases the defect such that there 
hearing present, and those cases there 


One other thing should added, after see- 
ing Dr. Peluse’s pictures yesterday. the 
past I have felt that prostheses made of rubber 
and painted were not satisfactory 
cases. certainly interested the new 
plastic prostheses that showed us, and 
they will work, would much rather see 
unilateral case wear prosthesis than have 
operated 
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RETINAL DETACHMENT 


searches carried out number in- 
geons the causes and cures retinal 
detachment, presented the 1951 
meeting the Academy, appears this 
issue the TRANSACTIONS, The Pro- 
gram Committee went all overboard 
gather the most authoritative informa- 
tion possible and present the 
most practical condensed form. 

The symposium was conceived the 
Secretary for Ophthalmology, Dr. Al- 
gernon Reese, and delivered the 
Program Committee Dr. Lawrence 
Post with instructions nurse and di- 
rect the progress the prodigy more 
than two years before the anticipated 
debut. The presentation the meeting 
last October was not just reading 
unrelated papers the subject 
number authors but 
worked out plan covering the entire clin- 
ical aspect retinal detachment. The 
participants the symposium met sev- 
eral times the two years prepara- 
tion the report, and under the superb 
direction Dr. Post, the voluminous 
material, published 
made available masters the field 
was marshalled and condensed and fitted 
into magnificent proportions. 


Printed Douglas Printing Company, 109 North 18th Street, Omaha Nebraska 


All communications regarding the TRANSACTIONS should addressed William Benedict, 
Executive Treasurer, the American Academy Ophthalmology and 
100 First Avenue Building, Rochester, Minnesota 


Fellows who witnessed the presentation 
should know that months studied ef- 
fort the authors went into the prep- 
aration the text, and the presentation 
itself was completely rehearsed 
night before. The publication 
cessitated the nature the diagnostic 
distinctions brought out the authors, 
that could only inadequately demon- 
strated without color. 

were particularly fortunate 
having Guest Honor the meet- 
ing, Dr. Hermenegildo Arruga, whose 
contribution the program 
tain Considerations the Surgical 
Treatment Retinal Detachment” 
complemented the symposium our 
own Dr. Arruga’s paper with 
thirty-four illustrations color will ap- 
pear the July-August issue the 
TRANSACTIONS. 

The combined papers Post’s 
symposium and Dr. Arruga consti- 
tute text-atlas retinal detachment 
that They will made 
available for future ophthalmologists 
the form manual, the series pre- 
pared for the Home Study Courses. 

Probably the last word retinal de- 
tachment has not been said. Extensive 
researches are progress number 
cities, Etiological factors may 
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found differ various parts the 
new methods determining the 
presence and extent flat detachments 
demonstrated new methods for 
cure may discovered, but the oph- 
thalmoscopic appearance the condi- 
tion has been fully depicted. That con- 
tribution basic and not subject 
change. has been recorded the best 
possible manner and made available 
everyone through the pages the 


M.D. 


MOTION PICTURES 


Tue Academy last year collected the 
essential data motion pictures 
within its several subspecialties. This 
preliminary survey was carried out 
conjunction with the Medical Audio- 
Visual Institute the Association 
American Medical Colleges part 
its over-all catalog reference card proj- 
ect being developed with the Library 
Congress. The film titles are listed 
elsewhere the TRANSACTIONS and rep- 
resent limited coverage the very 
large number films produced for all 
purposes the Academy membership. 
Large blocks films are obviously 
missing. Therefore, order have 
adequate coverage for real reference 
purposes, the Academy will supply 
request additional copies the form for 
\cademy for inclusion the Academy 
Association’s files and bulletins. 

analysis the forms submitted 
not only underlines the incompleteness 
the returns but also poses certain 
questions, Since motion pictures are be- 
ing increasingly used graduate in- 
struction the specialties, each film 
author must answer two questions: Will 
make his film available others 
suitable request? And will, 
prepared distribute the film print, 


which means additional cost, risk 
destruction the original through sheer 
wear through improper projection? 
The Academy not now prepared 
undertake methodical distribution even 
those films high general interest. 
But the experience and reactions the 
members will permit development 
sound Academy policy motion pic- 
tures which can integrated with the 
programs other national agencies. 


DIRECTIONS FOR CLEANING 
AND DISINFECTING 
TONOMETERS 


Tue Committee Standardization 
Tonometers has made special study 
the problem cleaning and disin- 
fecting tonometers and presents the rec- 
ommendations listed below. 

Jonas M.D. 
Chairman 


Disinfection 

order avoid the transference 
infectious bacteria viruses from one 
patient another, advisable keep 
the end the tonometer coming con- 
tact with the eve solution 1:5000 
zephiran during the period the day 
which the tonometer use. 
place the zephiran organic mer- 
curial disinfectant may employed. 
Suitable stands are now available 
the market means which the to- 
nometer may kept ready for use with 
the footplate and the plunger immersed 
such disinfecting solution.* The 
instrument should not left the dis- 
infecting solution overnight corrosion 
the metal may occur. Since the dis- 
infectant may slightly irritating 
the eye, the footplate and lower end 
the plunger should washed with dis- 
tilled water and wiped dry with gauze 
cellocotton sponge immediately be- 


*Dr. Albert D. Ruedemann was the first to devise 


such a convenient stand and place it on the market 


(fig. 1). 
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FIG. 1—-Tonometer stand for disinfection devised by Dr. Albert D. Ruedemann. 


fore use. suitable stand not avail- 
able, the tonometer footplate and lower 
end the plunger should wiped with 
gauze cotton sponge moistened with 
zephiran aqueous solution 
one the organic mercurial disin- 
fectants before and after each use. 


Cleaning 


the end the day’s use the plung- 
should removed from the cylinder 
after removing the 5.5 


Wipe the plunger clean with gauze 
sponge moistened with per cent 
alcohol. Irrigate the plunger casing 
the cylinder thoroughly with distilled 
water, preferable have this warm 
order dissolve rapidly any crystals 
salt which have formed from tear 
fluid. Following this, the casing should 
irrigated with per cent alco- 
hol and the tonometer allowed dry. 
The tonometer and the plunger should 
then kept the closed carrying case 
until the next day’s use. 


e 
] 
7 
1 
7 p 
A > 
4 
+ 


Olen Louis, Missouri 


Charles Firestone...................Seattle, Washington 


William Davis Antonio, Texas 


Bernard Norman Gottlieb........... Brooklyn, New York 
January 30, 1952 


Kauffman Los Angeles, California 
March 13, 1952 

Marvin Fisher New York, New York 
May 26, 1952 


Melchiore Lombardo................ Brooklyn, New York 


William Henry Missouri 
March 19, 1952 
John Ambrose Monahan........... Clinton, Massachusetts 
February 24, 1952 
William Wallace Houston, Texas 
November 1951 
Jacob Montreal, Quebec, Canada 
April 26, 1952 
James Brooklyn, New York 
May 18, 1952 
Richard Gordon Missouri 


Lawrence Sheahan......New Haven, 
December 16, 1951 
Thomas (50% ch Tickle vtbkiahnaeewms New York, New York 
April 26, 1952 
Helen Frances Asbury Park, New Jersey 


February 1952 


February 12, 1952 
18, 1952 
| 
May 24, 1952 
| 
i 
February 10, 1952 
ae 
June 22, 1952 
4 


FINANCIAL REPORT 


Annual Audit for Calendar Year 1951 


May 15, 1952 
The American Academy 
Ophthalmology and Otolaryngology 
Rochester, Minnesota 


Gentlemen 

requested, have examined the balance 
sheet the American Academy Ophthal- 
mology and Otolaryngology, unincorporated 
association, Rochester, Minnesota, for the year 
ended December 31, 1951, and the related state- 
ments operations and net worth for the 
then ended. Our examination was made 
accordance with generally accepted auditing 
standards, and included such tests the ac- 
counting records and such other auditing pro- 
cedures deemed necessary the circum- 
stances. submit herewith our report which 
includes the following statements 


Sheet, December 31, 1951 
Operations, Year Ended 
Ly cember 1951 
Analysis Undisbursed Funds from 
Special Contributions 
Net Worth Account 
Increase Market Value 
Securities 


Schedule 

1—Securities Owned, December 31, 1951 
Current Assets 

Cash deposit the various banks was 
verified communicating with the deposi- 
tories, the funds the Canadian bank being 
stated dollars. The petty cash was 
verified actual count. 

Membership dues receivable, amounting 
$1,108.00, consists delinquent dues for 1951 
and prior years which were verified from 
the records only Other receivables totaling 
$1,723.23 consists $1,100.00 due for films 
and slides and $623.23 due from members and 
others for services, abstracts, manuals, 

Inventory abstracts, manuals, bound 
volumes, films the amount 
$15,498.13, was taken from the inventory re- 
cords without further verification except 
tests prices, extensions and footings 


Investments 
Investments bonds and stocks, which are 
described Schedule No. had market 


value December 31, 1951, 
compared with $240,089.63 December 31, 
1950. Savings Series bonds are 
stated maturity values rather current 
redemption prices. 


Securities the “Educational Fund,” which 
are held for safekeeping the Trust Depart- 
ment the First National Bank, Minneapolis, 
Minnesota, were verified communicating 
with the custodian the securities. Sav- 
ings Series bonds the “Wherry Mem- 
orial Fund” are held Dr. Benedict, 
Executive Secretary-Treasurer, and were in- 
spected us. Interest earned bonds 
the dates which last payments became due, 
has not been accrued. analysis the in- 
crease the market value during the year 


shown Exhibit 


Fixed Assets 

Furniture, fixtures and equipment amounting 
represents equipment acquired 
the Academy over period years. Equip- 
ment purchased since September 
amounting to $7,008.05 was for the most part 
verified through inspection supporting 
vouchers, and the latter amount, $1,610.64 
was purchased during the current Equip- 
ment acquired years prior September 
1942, which had been charged operating 
purchased, was inventoried and 
appraised at a market value of $1,420.28 as of 
January 1944, and set the books for 
that amount. Depreciation has been deducted 
and charged operations rate that appears 
to be ade quate 

Embryology motion picture film 
cost complete medical motion picture film 
and slides “Embryology the 
Sturgis-Grant Productions, Inc. The master 
films are being used produce prints and 
slides and these are sold those requesting 
them. The cost the original film and slides 
being amortized rate that appears 
adequate 


Deferred Charges 

Unexpired insurance premiums computed 
amounted $410.25. Supplies the 
amount $303.50 represents stationary stock 
held the respective manufacturers 
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Prepaid postage deposit $62.72, verified 
correspondence, represents the balance 
cash advanced the Post Office 
Omaha, Nebraska, applied postage 
subsequent mailings the TRANSACTIONS and 
other periodicals the publisher Omaha. 

The advance payment $2,500.00 
motion picture project represents the initial 
payment contract with Sturgis-Grant Pro- 
ductions, Inc., produce film, “Embryology 
the Human Ear,” total cost $7,500.00 
cover script and story board only. 


Current Liabilities 

Accrued expenses totaling $5,085.11 repres- 
ent unpaid December printing cost the 
TRANSACTIONS and other current expenses 
Membership dues represents amounts paid 
advance association members. Advance pay- 
ments $2,493.00 bound volumes represents 
payments received December 31, 1951, 
for which volumes have not yet been 
delivered. 


Funds from Special Contributions 

Undisbursed funds from 
ceived and designated for “Specific Projects” 
totaling $8,425.05 are analyzed Exhibit 
which shows 1951 transactions well 
prior year balances. 


Vet Worth 

analysis the net worth the Acad- 
emy shown Exhibit Because the in- 
crease market value securities was great- 
than the loss from current operations, the 
net worth increased from $296,038.59 De- 
cember 31, 1950, $298,138.35 December 
31, 1951 

OPERATIONS 

statement operations for the year end- 
December 31, 1951, presented Exhibit 
summary this statement and com- 
parison with the results for the year 1950 
as tollows 


Increase 
Year 1951 Year 1950 Decrease 
Reve 
nues $172,681.10 
Operating 


xpenses 


137,623.37 


35,935.35 


Net 
Income 
Loss 


877.62 20,784.37 $21,661.99 


MAY JUNE, 1952 


The decrease net income from year 
ago due principally increased general 
administrative expenses, the increased cost 
publishing the TRANSACTIONS the Academy 
and the publication the Transactions and 
Directories the first Pan-American Congress 
Otolaryngology held October 17, and 19, 
1946. 

GENERAL 

Upon the examination the insurance 
policies force, found Comprehensive 
General Liability insurance the amount 
$25,000.00 for each accident with total limit 
$25,000.00 and special limits $50,000.00 
$100,000.00 covering the Chicago conven- 
tion. 
which being carried the statutory amounts, 
now includes coverage for all persons employ- 
your annual convention. 

The Executive Secretary-Treasurer and 
Chairman the Finance Committee are bond- 
for $25,000.00 each. The principal office em- 
ployees are bonded only for $1,000.00 each, 
which our opinion inadequate. 

Fire and extended coverage furniture, 
fixtures and equipment carried $7,500.00. 
Paper stock and publications custody the 
publisher Omaha, Nebraska, are insured 
for $12,000.00. Office cash and securities are 
covered $2,400.00 within the premises 
and $2,100.00 outside the premises against 
safe burglary and messenger robbery. view 
the considerably larger sums cash and 
securities handled employees convention 
time believe that this coverage should 
increased. 

acknowledge the very courteous assis- 
Secretary-Treasurer the Acad- 
emy, and his staff during the progress this 
examination. 

OPINION 

our opinion, subject the comments 
the preceding paragraphs, the accompanying 
balance sheet and related statements opera- 
tions and net worth present fairly the financial 
position the American Academy Ophthal- 
mology and Otolaryngology December 31, 
1951, and the results its operations for the 
then ended, conformity with generally 
accepted accounting principles applied 
basis consistent with that the preceding 


Respectfully submitted, 


BYERS, WOBSCHALL MILLER 
Edw. Wobschall, C.P.A. 


— 
* 
| 
ie 
+ 
4 


FINANCIAL REPORT 481 


EXHIBIT “A” 


AMERICAN ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Balance Sheet December 31, 1951 


ASSETS 
Current 
Cash, First National Bank, 2,956.25 
Cash, First National Bank, Minneapolis, 
Cash, Bank Montreal, Toronto, 1,301.66 
Membership dues receivable, delinquent 1,108.00 
Inventory, abstracts, manuals, monographs, films, 15,498.13 
(Schedule No. 
Fixed Assets: 
e 
Less reserve for depreciation 4,336.17 4,092.16 
Embryology Motion Picture Film Slides 
Deferred Charges 
Embryology the Human Ear Motion Picture ........ 2,500.00 3,276.47 
LIABILITIES AND Net 
Current 
Deferred income, membership dues, etc. 
Deferred income, advance payments bound volumes. 2,493.00 
Undisbursed Funds from Special Contributions (Exhibit 
Economic Survey Impaired Hearing ................ 957.46 
Sub-committee Noise Industry 2,429.87 
Isabelle Wilson Research Education Fund .......... 25.00 8,425.05 


Total Liabilities and Net Worth (*) $315,017.15 


* Subject to report comments Be 
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EXHIBIT 
ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Statement Operations 


Year Ended December 31, 1951 


Revenues 
Membership applications 7,500.00 
\bstracts, and monographs 9,695.15 
TRANSACTIONS 40,008.91 
66,189.20 


Testing and calibration tonometers 1,285.00 
Income from securities 

Interest, Educational Fund 5,045.44 

Dividends, Educational Fund 7,151.90 


Operating 

35,400.88 
8,007.27 


TKRANSACTIONS 
Home Study Courses 


Fund 
Depreciation, Embryology Film Slides ......... 
Total Operating Expenses 172,242.54 


Other 


1,316.18 
877.62 
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FINANCIAL REPORT 


EXHIBIT “C” 
AMERICAN ACADEMY OPHTHALMOLOGY AND 
Analysis Undisbursed Funds From Special Contributions 


WHERRY MEMORIAL FUND 
Balance, December 31, 1950 
Receipts: 
Interest Savings bonds, year 1951 


Balance, December 31, 1951 
ECONOMIC SURVEY IMPAIRED HEARING FUND 


Balance, December 31, 1950 
Contributions received 1951 


Les 


SUB-COM MITTEE NOISE INDUSTRY FUND 
Balance, December 31, 1950 
Receipts: Contributions received 1951 


ISABELLE WILSON EDUCATION FUND 
Balance, December 31, 1950 
Receipts and expenditures 1951 


Balance, December 31, 1951 


EXHIBIT “D” 
AMERICAN ACADEMY AND OTOLARYNGOLOGY 
Analysis Net Worth Account 
For Year Ended December 31, 1951 


Net Worth, December 31, 1950 
Increase market value securities 
during 1951 (Exhibit “E” 


Deductions 
Net loss, year ended December 31, 
(Exhibit 


Net Worth, December 31, 1951 


EXHIBIT “E” 


Analysis Increase Market Value Securities 
Market 
Cost Value 
December 31, 241,238.48 


4,897.72 


115.00 


6,200.00 
800.00 


7,000.00 
6,042.54 


957 46 
567.51 
6,250.00 
6,817.5 I 


4,387.64 


2,42 
25.00 
None 


$296,038.59 


2,977.38 


299,015.97 


877.62 


$298,138.35 


Increa 
Decrease 
$1,361.35 
1,616.03 


$ 2,977.38 
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No. 
American Academy Ophthalmology and Otolaryngology 
Securities Owned, December 31, 1951 
EDUCATIONAL FUND RATE PAR 
Citizens Building Co. Cleveland, 
Ist Leasehold Sinking Fund 5,000.00 5,000.00 (1) None 
Van Swerigen Co. Certificates 
Indebtedness, Series 1925 ........... 12/31/48 6,000.00 3,477.03 750.00 
Dominion Canada, 8th Victory 
Dominion Can 8th Victory 
U.S.A. Savings, Series 9,990.00 11,799.00 
U.S.A. Savings, Series 10,000.00 (3) 10,000.00 
U.S.A. Savings, Series ............. 4,000.00 (3) 4,000.00 
U.S.A. Savings, Series 3/1/56 6,000.00 6,000.00 (3) 6,000.00 
U.S.A. Savings, Series 5/1/56 (3) 8,000.00 
U.S.A. Savings, Series 2,000.00 (3) 2,000.00 
U.S.A. Savings, Series 2,000.00 (3) 2,000.00 
U.S.A. Savings, Series 3/1/59 15,000.00 (3) 15,000.00 
U.S.A. Treasury, 1966-71 ............. 3/15/71 25,000.00 25,218.75 24,078.13 
$208, 298.28 det 292./0 
KIND PAR VALUE SHARES 
Citizens Building Co. Cleveland .... Shares Par None None 
Commonwealth Edison Co. Common $25.00 2,619.00 3,050.00 
duPont Nemours Co. ......Common 5.00 2,347.31 5,520.00 
Louisville Gas Electric Co. .........5% Pfd. 25. 200 5,450.00 5,700.00 
Massachusetts Investors Trust ........ Trust Cert. 1.00 617 17,923.89 23,291.75 
Ophthalmic Publishing Co. ........... Capital 20.00 None 100.00 
Total Educational Fund $236,638.48 $238,254.51 
WHERRY MEMORIAL FUN RATE MATURITY PAR VALUE 
U.S.A. Savings, Series ............ 1955 4,600.00 4,600.00 


Total 


(*) Except for U.S.A. Savings 


(1) market available 
(2) dollars 
(3) Maturity values 


Series bonds, which 


are included 
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Last year, the American Academy 
Ophthalmology and Otolaryngology 
mailed film questionnaires its mem- 
bers, From the returns, the Medical 
Audio-Visual Institute the Associa- 
tion American Colleges has 
compiled and edited the list below. 


The information furnished the 
authors producers the films varied 
regard completeness and detail. 
Several the films have been omitted 
from this list because adequate data 
them could not obtained. Some other 
films were eliminated because their own- 
ers not make them available others, 
use the original film for projection 
without having provided for the making 
prints. 

hoped that the present list can 
expanded that gradually com- 
plete inventory motion pictures the 
laryngology will assembled. 

The listing ophthalmologic films 
was edited Adolf Nichtenhauser, 
M.D., and that the others David 
Ruhe, M.D. 


All films listed are the mm. size. 


OPHTHALMOLOGY 
ANATOMY 


The Zonule of Zinn and Its Chambers 
Color, silent, 40 minutes 

Years of Production: 1940-46, revised 1950; 
Author and Producer: Henry Minsky, M.D.; 
Camera: Robert J. Carlin. 

Distribution: Henry Minsky, M.D, 2 East 
95th St.. New York 28, N. Y., Lean, 


Dissection the eye demonstrate 
the anatomy the zonule Zinn and 
aqueous, real space, the space 
Garnier zonular chamber, which can 
injected opaque dye. Relation- 
ship the lens the vitreous body. 
Applied anatomy the cataract opera- 
tion. Suggested application the phy- 
siology accommodation and the mech- 
anism spontaneous detachment the 
retina. 


LIST MOTION PICTURES 


485 


EMBRYOLOGY 
Embryology of the Eye 
Color, sound, 45 minutes. 
Year of Production: 1950; Sponsor: Ameri- 
ean Academy of Ophthalmology and Oto- 
laryngology; Technical Adviser: George K. 
Smelser, Ph.D.: Producer: Sturgis-Grant 
Productions, New York, in cooperation with 
Carnegie {nstitute of Weshington, Depart- 
ment of Embryology. ‘ 
Distribution: American Academy of Ophthal- 
mology and Otolaryngology, 100 First Ave. 
Bldg., Rochester, Minn., Sale: $250; Commit- 
tee on Medical Motion Pictures, American 
Medica! Association, 535 North Dearborn St., 
Chicago 10, IIL, Rental: $3. 


Part presents the early stages, and 
Part the later stages. The development 
the lens, vascular cornea, lids, 
muscles, and retina first shown simul- 
taneously, and later separately and de- 
tail for each organ structure. 


MEDICAL OPHTHALMOLOGY 


1. Glaucoma 
Glaucoma; What the General Practitioner 
Should Know 
Color, sound, 23 minutes 
Year of Production: 1951; Sponsor: National 
Society for the Prevention of Blindness; 
Scientific Adviser: National Society’s Com- 
mittee on Glaucoma; Producer: Sturgis- 
Grant Productions, Inc., New York, N. Y. 
Distribution: National Society for the Pre- 
vention of Blindness, 1790 Broadway, New 
York 19, N. Y. Sale: $125. 


visual presentation the mechanism 
glaucoma, its early signs and symp- 
toms, and the rationale treatment. 


2. Leprosy 
Ocular Leprosy (Palo Seco Leprosarium, 
Panama) 
Silent, 15 minutes. 
Year of Production: 1945; Author and Pro- 
ducer: R. D. Harley, M.D. 
Distribution: R. D. Harley, M.D., 101 South 
Indiana Ave., Atlantic City, N. J., (mo data 
given). 


Shows views colony and advanced 
cases with ocular complications. 


REFRACTION 
Errors of Refraction 
Color, silent, 35 minutes. 
Year of Production: 1944; Spenser: Audio- 
Visual Medical Education Dept., Northwest- 
ern University Medical School; Authors: 
William A. Mann, M.D., and Emile G. Nadeau, 
Jr.. M.D.; Producer: Mervin W. LaRue, Chi- 
cargo. 
Distribution: Audio-Visual Medical Educa- 
tion Dept., Northwestern University Medical 
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School, 303 East Chicago Ave. Chicago 11, 
lil. Sate: $168: Rental: $5 per showing. 


Presents the principles involved 
optical properties lenses and the re- 
fractive errors the eye. Intended 
introduction. 


ENTERNAL DISEASES 
Trachoma 


Trachoma in the Missourlt Ozarks 
Biack-and-white, silent, 45 minutes 

Vear of Production: 1938, revised 1950; 
Author and Producer: A. A. Siniscal, M.D 
Distribution: A. A. Siniscal, M.D., Missouri 
Trachoma Hospital, Rolla, Mo, Lean. 


Animated drawings eyeball and lids, 
showing formation granules tra- 
choma, pannus, and entropion. Typical 
inhabitants trachoma areas; the fight 
control; field nurses and doctors 
visiting patients the field, and ex- 
amining and treating the spot. Tra- 
choma distribution among the States. 
Trachoma pathology (gross). Procedures 
entropion and grattage surgery. Also 
for nurses and social workers. 


SURGERY 
1. Anesthesia 


Deep Orbital Anesthesia to Produce Moter 
Bleck of the Extraocular Muscles 

Color and black-and-white, silent, 20 min- 
utes 

Year of Production: Author and Proe- 
ducer: Harold Gifford, M.D 

Distribution: Harold Gifford, M.D. 1620 
Medical Arts Bldg, Omaha 2, Neb., Lean. 


Demonstrates the technic deep orbi- 
tal injection for motor block the ex- 
traocular muscles and shows the anatomy 
the nerves and vessels the orbit. 


A Teehnique fer Intravenous Pentothal 
sodium with Curare in Ophthalmic Surgery 
Color, silent, 25 minutes 

Year of Production: 1°19: Authors and Pro- 
ducers: Murray F. MeCaslin, M.D, and 
Gieorse J. Thomas, M.D., Camera: M. W. 
Lahue 

Distribution: Murray F. MeCaslin, M.D. The 
Eve and Bar Hospital, Pittsburgh 13, Pa.. 
Loan. 


sia developed the use these agents 
over five thousand cases. 


2. Glaucoma 


( yelodialysis a Terge 

(olor, silent, 6 minutes 

Year of Production: |°5!. Author and Pro- 
ducer: Andrew de Roetth. M.D, Camera: 
Robert Good. 
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toetth, Sr., M.D., 
Bldg., Spokane, 


Distribution: Andrew de 
508 Old National Bank 
Wash., Lean. 


Shows the technic cyclodialysis 
tergo and the introduction air into the 
anterior chamber. 


Glaucoma Surgery 

Color, silent, 15 minutes 

Year of Production: 1935; Author and Pro- 
ducer: Ray K. Daily, M.D. 

Distribution: Ray K. Daily, M.D., 1117 Medi- 
eal Arts Bldg, Houston, Texas, Loan. 


Illustrates the technic glaucoma 
surgery. 


Surgery for Chronic Glaucoma 

Color, silent, 19 minutes. 

Year of Production: 1948, revised 1950; 
Author and Producer: Joseph Laval, M.D., 
Manhattan Eye and Ear Hospital; Camera: 
Don Allen. 

Distribution: Joseph Laval, M.D. 136 East 
64th St.. New York 21, N. Y., Loan. 


Shows operative technic for reduc- 
ing tension chronic glaucoma and the 
histology the operative area involved. 
(The operation has recently been modified 
for use congenital glaucoma.) 


3% Decompression 
Malignant Exophthalmos 
Color, silent, 15 minutes. 
Year of Production: 1947; Author and Pro- 
ducer: Rudolph Jaeger, M.D., Jefferson Medi- 
cal College. 
Distribution: ¢. E. J. Shannon, M.D., 9 Park 
St., Waterville, Maine, Loan, 


Operation for severe form exoph- 
thalmos, necessitating Naffziger one 
side, and Naffziger-Kronlein the 
other. Also interest neurosurgeons. 


4. Lid and Ptosis 
Operation for Ptosis 
Color, silent, 15 minutes. 
Year of Production: 1938: Author and Pro- 
ducer: Ray K. Daily, M.D 
Distribution: Ray K. Daily, M.D., 1117 Medi- 
eal Arts Bide., Houston, Texas, Loan. 


Demonstrates the technic ptosis op- 
erations. 


Operation for Senile Ectropion 

Color, silent, 7 minutes 

Year of Production: 1951: Author and Pro- 
ducer: Andrew de Roetth, Sr.. M.D., Camera: 
Robert Good. 

Distribution: Andrew de Roetth, Sr., M.D., 
508 Old National Bank Bldg. Spokane, 
Wash. Lean, 


Demonstration the operation, 
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Operation for Senile Ectropion, Operation 
for Trichiasis 

Silent, 12 minutes. 

Year of Production: 1939; Author and Pro- 
ducer: Ray K. Daily, M.D. 

Distribution: Ray K. Daily, M.D., 1117 Medi- 
eal Arts Bldg., Houston, Texas, Loan. 


Demonstrates the technics these op- 
erations. 


Resection and Advancement of the Levator 
for Ptosis 

Color, silent, 15 minutes. 

Year of Production: 1947; Author and Pro- 
ducer: Carl C. Johnson, M.D., Massachusetts 
Eye and Ear Infirmary; Camera: Mark J 
McCann, Jr. 
Distribution: Carl C. Johnson, M.D., 5 Bay 
State Rd. Boston 15, Mass., Loan. 


Shows external approach levator re- 
section and advancement. 


Resection of Levator and Tarsus 

Color, silent, 12 minutes. 

Year of Production: 1947; Author and Pro- 
ducer: Loren P. Guy, M.D.; Camera: Mar- 
garet Markham. 

Distribution: Loren P. Guy, M.D., 40 East 
62nd St.. New York 21, N. Y., Sale: at cost; 
Loan. 


Shows technic resecting levator and 
tarsus for blepharoptosis. 


Total Reconstruction of Lower Lid 

Color, silent, 20 minutes. 

Year of Production: ’ > Authors and Pro- 
ducers: Ralph W. Danielson, M.D., and John 
C Long, M.D., University of Colorado 
School of Medicine; Camera: Glen E. Mills. 
Distribution: John ©. Long, MD, 324 Metro- 
politan Bldg., Denver, Colo.: Lean. 


Shows the removal 
lid with reconstruction the Wendell 
Hughes technic case carcinoma 
and one malignant melanoma. 


5 Detachment of Retina 


The Operation of Scleral Resection as Used 
in Retinal Detachment 

Color, silent, 15 minutes 

Year of Production: 1945, revised 1947 
Author: William E. Borley, M.D.: Preducer: 
Department of Medical Photography, U. 8S 
Naval Hospital, San Diego, Calif.. Lean, 


operation for retinal detachment. 


6. Lacrimal Sae 


A New Cannula for Dacryocystorhinostomy 
Color, sound, minutes. 

Year of Production: 1950: Authors: T. S&S 
Gerspacher, M.D. and H. D. Fowler, M.D 
Distribution: D. E. Rolf, M.D., 1017 Republic 
idg.. Cleveland 15, Ohio, Lean. 


Describes new technic dacryocys- 
torhinostomy, employing tantalum can- 
nula. This technic simplifies and shortens 
the operation, and seems effective cases 
stenosis the nasolacrimal duct and 
chronic dacryocystitis. 


Transplantation (Implantation) of the Lac- 
rimal Sac in Chronic Dacryocystitis 
Black-and-white, silent, 10 minutes, 

Year of Production: 1958°; Author and Pro- 
ducer: William H. Stokes. 

Distribution: Harold Gifford, M.D, 1620 
Medical Arts Bldg., Omaha 2, Neb., Loan. 


Demonstrates the technic lacrimal 
sac transplantation. 


7. Cornea 


Corneal Tattooing with Optical Iridectomy 
Color, silent, 14 minutes. 

Year of Production: 1950: Author and Pro- 
dueer: Arthur A. Knapp, M.D. 

Distribution: Arthur A. Knapp, M.D, $07 
Fifth Avenue, New York 21, N. Y., Lean, 


Intended show that tattooing one, 
two three colors may performed 
the time iridectomy; demonstrates that 
the combined operation suitable for 
keratoconus. 


Corneal Transplant Surgery 

Color, silent, 15 minutes. 

Year of Production: 1950; Author and Pro- 
ducer: George M. Haik, M.D. 

Distribution: George M. Haik, S812 
Maison Blanche Bldg., New Orleans 16, La., 
Loan. 


Shows corneal transplant with tre- 
phine. 


S. Strabismus 


Strabismus Surgery 

Color, silent, 15 minutes 

Venr of Production: 1938; Author and Pro- 
ducer: Ray K. Daily, M.D 

Distribution: Ray K. Daily, M_D., 1117 Medi- 
eal Arts Bldg., Houston, Texas, Loan, 


Illustrates the surgery strabismus. 


Surgery of Paralytic Strabismus 

Color, silent, 15 minutes 

Year of Production: 1959: Author and Pro- 
dueer: Ray K. Daily, M.D 

Distribution: Ray K. Daily, M.D, 1117 Medi- 
cal Arts Bldg., Houston, Texas, Loan, 


Illustrates the 


Surgery of the Inferior Oblique 

Color, silent, 20 minutes. 

Year of Production: 1950; Author and Pro- 
ducer: WH. Fink, M.D.; Camera: Al 
erson, 
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Transplantation of the Superior and Inferior 
Rectus Muscies for Paralysis of the Lateral 

Black-and-white, silent, 12 minutes. 

Year of Production: 1951; Spenser: Ophthal- 
mological Foundation; Authors and Pro- 
ducers: Conrad Berens, M.D., and Louis J. 
Girard, Camera: Lester Heitlinger. 
Distribution: Ophthalmological Foundation, 
Inc., 314 East 14th St.. New York 3, N. Y., 
Rental: $10 


Shows transplantation operation for 
paralysis the lateral rectus which not 
only utilizes the lateral halves the 
vertical rectus but also shifts the nasal 
halves these muscles temporally the 
vertical meridian. 


Enucleation 


A New Integrated Implant for Enucleations 
Color, sound, ? minutes 

Year of Production: 1949: Authors: T. 8S. 
Gerspacher, M_.D., and H. D. Fowler, M.D. 
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Distribution: Fink, 1921 Medi- thesia cataract extraction and depicts 
eal Arts Minneapolis, Minn., (no data various types extractions and corneo- 
scleral sutures, 
Presents some the operations 
the inferior oblique muscles. Intracapsular Cataract Extraction 
Color, silent, minutes. 
Year Production: 1950; Author and Pro- 


ducer: Alson E. Braley, M.D.; Camera: Fred 
Kent. 

Distribution: Apply Alson Braley, 
Dept. of Ophthalmology, University Hospi- 
tals, Iowa City, Iowa. 


Shows intracapsular cataract extrac- 
tion; akinesis, traction sutures, keratome 
incision, iridotomy. 


Technique of Cataract Extraction 
Color, silent. minutes. 
Year of Production: 7? 
ducer: Ray K. Daily, M.D. 
Distribution: Ray K. Daily, M.D., 1117 Medi- 
Arts Bldg., Houston, Texas, 


: Author and Pro- 


Shows the technic cataract extrac- 
tion. 


Wound Closure in Cataract Surgery 

Color, silent, 16 minutes. 

Year of Production: ? ; Authors and Pro- 
ducers: Bennett Y. Alvis, M.D., and Edmund 


Distribution: Rolf, 1017 Alvis, M.D.;Camera: Stuart Mahaney. 
Clevéland 15, Ohio, Loan. Distribution: Bennett Alvis, M.D., 308 
bi North Sixth St., St. Louis 1, Mo., Lean. 
the postoperative motility obtained. sutures 


10. Pterygium 
Pterygium Operation - Arit’s Technique 


b. Intracapsular 


Cataract Surgery 
Color. silent, 15 minutes. 


Color, silent, 5 minutes. 


ducer: George P. Landegger, M.D.; Camera: 
John B. Sullivan 

Distribution: George P. Landegger, M.D., 
2875 Wilshire Blvd. Los Angeles 5, Calif., 
Loan. 


Vear of Production: 1950; Author and Pro- 


Intended popularize simple 
technic which, the hands, gives 
better results than the more complicated 


Year of Production: 1950; Author and Pro- 
ducer: George M. Haik, M.D, Louisiana 
State University School of Medicine. 

Distribution: George M. Haik, MD. 812 
Maison Blanche New Orleans 16, La., 


Shows intracapsular cataract extrac- 
tion with conjunctival flap; cataract ex- 
traction following filtering operation; 


methods. congenital cataract extraction. 


Intracapsular and Extracapsular Cataract 
Extraction 


11. Cataract 


Year of Production: ; Author and Pro- 

ducer: Edward A. Roling, M.I).: Camera: 


Color, silent, 42 minutes. 

Year of Production: 1950; Author and Pro- 

ducer: Clyde H. Jacobs, M.D.; Camera: 

Robert Krauss 

Distribution: Clyde H. Jacobs, M.D., Gei- 

and Foss Clinic, Shows the technic intracapsular and 
extracapsular cataract extraction with 
Shows the anesthesiology set-up sliding conjunctival flap, corneoscleral 


using pentothal sodium intravenous suture, etc. 


John Mauer. 
Distribution: Stritch School of Medicine, 
Loyola University, Chicago, Ill, Loan. 
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Intracapsular Cataract Extraction 
Black-and-white, silent, 10 minutes. 

Year of Production: ? ; Author and Pro- 
ducer: Harold Gifford, M.D. 

Distribution: Harold Gifford, M.D., 1620 
Medical Arts Bldg., Omaha 2, Neb., Loan. 


Shows the Verhoeff intracapsular tech- 
nic, with animation the single corneo- 
scleral suture. 


Intracapsuiar Cataract Extraction with Pre- 
placed Catgut Appositional Sutures 

Color, silent, 30 minutes. 

Year of Production: 1950; Author and Pro- 
ducer: Wilfred E. Fry, M.D. 

Distribution: Wilfred E. Fry, M.D., 1930 
Chestnut St., Philadelphia 3, Pa., Lean. 


Shows method intracapsular cata- 
ract extraction with preplaced apposi- 
tional sutures and peripheral iridec- 
tomy. 


ec. Extracapsular 


Cataract Extraction, Extracapsular. Re- 
moval of the Capsule 

Color, silent, 6 minutes. 

Year of Production: 1951; Author and Pre- 
ducer: Andrew de Roetth, Sr., M.D.; Camera: 
Robert Good. 

Distribution: Andrew de Roetth, Sr., M.D. 
508 Old National Bank Bldg., Spokane. 
Wash., Loan. 


Demonstrates the author’s corneoscleral 
suture and the removal the capsule 
after extracapsular extraction. 


d. Erisophake 


Cataract Extraction with Bell Erisophake 
Color, silent, 15 minutes. 

Year of Production: 1950: Author and Pro- 
ducer: I. Herbert Katz, M.D. 

Distribution: Apply to I. Herbert Katz, M._D., 
713 East Genesee St.. Syracuse 2, N. Y. 


Shows three intracapsular cataract ex- 
tractions method which has very 
low rate ruptured capsules. 


The Dynamics of Phakoerisis 

Color, sound, 18 minutes. 

Years of Production: 1949-50; Sponsors: 
Veterans Administration Hospital, San 
Francisco, and University of California 
Medical School, Dept. of Ophthalmology: 
Author: David O. Harrington, M.D.; Camera: 
Henry Rafael; Animation: Kay Hyde. 
Distribution: Apply to David O. Harrington, 
M.D., 384 Post St., San Francisco 8, Calif., 
Sale: approx. $85; Lean, 


Shows, means drawings, cadaver 
eye surgery and living eye surgery 
slow motion and under high magnifica- 
tion, how the lens capsule distorted 
and the zonular lamella tensed and rup- 
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tured application suction with 
new erisophake the anterior lens cap- 
sule, and how the capsule ruptured 
excessive suction. The intracapsular cata- 
ract extraction forceps and external 
pressure contrasted with extraction 
erisophake. 


The Erisophake Method of Cataract Extrac- 
tion 

Color, silent, 8 minutes. 

Year of Production: 1949: Author and Pro- 
ducer: Everett R. Veirs, M.D.: Camera: 
Leroy Winburne. 

Distribution: Everett R. Veirs, M.D., Scott 
& White Clinic, Temple, Texas, Loan. 


Demonstrates cataract extraction with 
erisophake, the author’s method 
suturing, and new type erisophake 
tip designed the author. 


A Method of Cataract Extraction with the 
Dimitry Erisophake 

Color, silent, 12 minutes. 

Year of Production: 1949; Author and Pro- 
ducer: J. H. Judd, M.D., Camera: Walter 
Craig. 

Distribution: J. H. Judd, M.D., 1020 Medical 
Arts Bldg., Omaha, Neb., Loan. 


Demonstrates method using the 
Dimitry erisophake extracting cata- 
racts intracapsularly through round 
pupil. 


ANATOMY 
Anatomy of Unusual Nasal Accessory Sinus- 
es 
Color, silent, 13 minutes. 
Year of Production: 
ducer: Fred W. Dixon, M.D. 
Distribution: Fred W. Dixon, M.D., 1027 
Rose Bldg., Cleveland 15, Ohio, Loan. 


Author and Pro- 


Demonstrates the anatomy unusual 
nasal accessory sinuses, seen skulls 
whose sinuses have been dissected, dif- 
ferentially painted, and photographed 
revolving stand. 


PHYSIOLOGY 


The Functions of the Ear in Health and 
Disease 

Color, sound, 31 minutes. 

Years of Production: 1946-48; Sponsor: Doho 
Chemical Corp., New York, N. Y.; Authors: 
H. G. Kobrak, M.D., J. E. Hind, and R. B. 
Miller, M.D.; Producer: H. G. Kobrak, M.I). 
Distribution: Medical Film Guild, 167 West 
57th St., New York, N. Y., Sale: $250; Loan. 


Part demonstrates vibration the 
ossicles the normal middle ear during 
auditory stimulation, seen with stro- 
boscopic cinematography through tem- 
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poral bone dissection windows. Part 
similarly demonstrates pathologies the 
middle ear, such otosclerosis, adhesions 
and nerve deafness, and closes with the 
complex ossicular vibrations created 
band music. 


Movements of the Eustachian Tube in Swal- 
lowing and Phonation 

Color, silent, 15 minutes 

Year of Production: 1919. Author and Pro- 
ducer: Henry B. Perlman, M.D.; Technical 
Adviser: Dr. Schuknecht; Camera: Jean 
(runelle 

Distribution: Henry B. Perlman, M.D. Dept 
of Otolaryngology, University of Chicago 
Medical School, 950 East 59th St., Chicago 
17, DL, Lean. 


Patients with large defects the face 
which permit direct view the mouth 
the eustachian tube are used demon- 
strate details tube and soft palate 
movements during phonation and swal- 
lowing. 


PATHOLOGY 


(Congenital Laryngeal Stridor 

Color, silent, 10 minutes 

Year of Production: 1942: Author and Pro- 
ducer: Leo Schwartz, M.D: Camera: Nat 
(‘ampus 

Distribution: Leo Schwartz, M.D., 111 East 
héith New York 22, N. Y.,Loan. 


Shows the external manifestations 
obstructive laryngeal dyspnea 
month-old infant and demonstrates the 
laryngeal mechanism which produces the 
phenomena 


DIAGNOSIS 


Direct Laryngescopy 

‘olor, silent, 15 minutes. 

Year of Production: 1°51. Author and Pro- 
ducer: Sam Roberts, M.D 

Distribution: Apply to Sam E. Roberts, M.D. 
1110 Professional Bldg., Kansas City, Mo 


Demonstrates simplified technic 
laryngoscopy. 


SURGERY 
1. External Auditory Canal 


Obstructions of the External Ear Canal 

Color, silent, 42 minutes 

Year of Production: 1950. Auther: Howard 

House, M.D): Producer: Billy Lurke 

Distribution: tos Angeles Foundation of 

Otolowy, 654 South Westlake, Los Angeles 
Calif, Sale: $200; Rental: $20 


Shows the surgical removal the 
endaural approach bony exostoses 
the external ear canal, both anterior and 
posterior varieties; presents the removal 
huge polyp which completely ob- 
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structs the external ear canal, with radi- 
cal mastoidectomy and demonstrates the 
attachment the stapes. 


2. Temporal Hone 


Endaural Appreach to Temporal Bone Sur- 
gery 

Color, silent, 80 minutes. 

Year of Production: 1949: Spenser: Los 
Angeles Foundation of Otology, Los Angeles, 
Calif.: Auther and Director: Howard P. 
House, M.D.; Producer: Billy Burke. 
Distribution: Los Angeles Foundation 
Otology, 654 South Westlake, Los Angeles 5, 
Calif. Sale: $400; Rental: $20. 


Shows the endaural approach tem- 
poral bone surgery, describing the anes- 
thesia, the endaural incision, the simple, 
modified radical, and radical mastoidec- 
and the fenestration operation. 


Endaural Incisiens 

Color, silent, 14 minutes 

Year of Production: Sponsor: Veterans 
Administration: Author and Producer: Wal- 
ter P. Work, M.D.; Camera: Henry Raephel. 
Distribution: Veterans Administration Hos- 
pital, 43rd Ave. & Clement St., San Fran- 
ciseo, Calif., Lean. 


Shows technic for making endaural 
incisions. 


The Fenestration Operation 

Color, silent, 17 minutes. 

Year of Production: 1949: Author and Di- 
rector: Howard House, M.D.: Camera: 
Dilly Burke 

Distribution: Los Angeles Foundation of 
Otology, 654 Seuth Westlake, Los Angeles 
5, Calif., Sale: $175: Rental: $20. 


Shows the steps the performance 
the fenestration operation for otosclero- 


sis. 


The Fenestration Operation for Otosclerosis 
Color, silent, 43 minutes 

Years of Production: 1946-47; revised 1950; 
Author: George E. Shambaugh, Jr., M.D.; 
Producer: Mervin W. LaRue: Endoscopic 
Cinematography: Paul H. Holinger, M_D.: 
Camera: Mervin W. LaRue. 

Distribution: Audio-Visual Education Dept., 
Northwestern University Medical School, 
Chicago, TIL, Sale: $500; Lean. 


brief review the physiology the 
ear and the pathology otosclerosis, 
followed animation showing the es- 
sential steps the fenestration operation. 
The complete operation demonstrated 
patient, beginning with preoperative 
diagnosis hearing tests and ending 
with the patient three years after the 
operation. 
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Surgical Treatment of Chronic Mastoiditis 
Color, silent, 42 minutes. 

Year of Production: Spenser: St. Mi- 
chael’s Hospital, Toronto, Ontario: Author: 
Joseph A. Sullivan, M.D.; Preducer: Asso- 
ciated Screen News, Montreal, Quebec: 
Camera: James McCormick. 

Distribution: Joseph A. Sullivan, M.D., 174 
St. George St., Toronto, Ontario, Loan, 


Demonstrates technic temporal 
bone surgery for the eradication 
chronically diseased middle ear structures 
and mastoid processes, with preservation 
the two bony windows and utilization 
thin skin graft maintain im- 
prove hearing function. 


3. Otoplasty 
Correction of Prominent Ears 
Color, silent, 15 minutes. 
Year of Production: 1945; Author and Pro- 
ducer: Delmar F. Weaver, M.D.; Camera: 
William Loesch. 
Distribution: Delmar F. Weaver, M.D., 571 
Fisher Bldg, Detroit 2, Mich., Lean. 


Shows method for plastic surgical 
correction protruding ears. 


Surgical Correction of Protruding Ears 
Color, silent, 29 minutes. 

Year of Production: 1949: Author and Pro- 
ducer: Oscar J. Becker, M.D 

Distribution: Oscar J. Becker, M.D., 30 North 
Michigan Ave., Chicago, Rental: $3. 


Demonstrates technic for 
correcting protruding ears. 


4. Sinuses 


Surgical Treatment of Chrenic Frontal Si- 
nusitis 

Color, silent, 25 minutes. 

Years of Production: 1948-50; Author and 
Producer: Guy L. Boyden, M.D., Oregon Uni- 
versity Medical School: Camera: Charles 
Morris 

Distribution: Guy L 3oyden, M.D., 1735 
North Wheeler Ave., Portland, Ore., Sale: 
at cost; Loan. 


Shows method surgical treatment 
for chronic frontal sinusitis. 


Nasopharyny. 
Cilateral Choanal Atresia 
Color, silent, 15 minutes. 
Year of Production: 1946; Sponsor: Medica! 
College of South Carolina; Author: Richard 
W. Hanckel, M.D.: Veehnical Adviser: Rob- 
ert P. Walton, M.D.; Camera: O. J. Brodie 
Distribution: Department of Medical Illus- 
tration, Medical College of South Carolina, 
Charleston, 8S. C., Loan, 


Presents case demonstrating nasal 
discharge, polydactylism and respiratory 


obstruction; shows the procedure for 
surgical correction; demonstrates the pa- 
tient intervals during postoperative 
recovery. 


6. Rhinoplasty 
The Fractured Nose (Plastic Repair for 
Deformity and Dislocated Septum) 
Color, sound, 11 minutes. 
Year of Production: 1941; Author and Pro- 
ducer: Jacques W. Maliniac, M.D. 
Distribution: Jacques W. Maliniac, M.D., 11 
East 68th St.. New York 21, N. Y., Loan. 


Shows technic for repair nasal 
fractures with subluxation the septum. 


The Repair of a Postoperative Nasal Defect 
with the Sickle-Shaped Pedicle Flap 

Color, silent, 15 minutes. 

Year of Production: 1948: Author and Pro- 
ducer: Delmar F. Weaver, M.D., Camera: 
William Loesch. 

Distribution: Delmar F. Weaver, M.D., 571 
Fisher Bldg., Detroit 2, Mich., Loan. 


Shows the repair postoperative 
nasal defect with flap. 


7. Cheiloplasty 


Khinoplastic Approach to the Cleft Lip 
Problem 

Color, silent, 10 minutes. 

Year of Production: 1949; Authors and Pro- 
ducers: Samuel Segal, Jr... M.D., and Joseph 
G. Gilbert, MLD.; Antmation: Bergman Asso- 
ciates, 

Distribution: Samuel Segal, Jr.. M.D), 111 
Maple St.. Springfield, Mass, Sale: $200; 
Loan. 


Shows essentials surgical technic 
rhinoplasty, with correction cleft 
lip adult. 


Ss. LUranoplasts 


Reconstruction of the Cleft Muscular Velo- 
pharynx and Hard Palate by Muscle Block 
Transfixation 

lor, sound, 26 minutes 
Year of Production: 1947, revised 1951; 
Sponser: Fidelity Medical Supply: Author: 
James O. Beavis, M.D.;Preducer: Film Asso- 
ciates, Inc.: Teehnical Adviser: Mary Quirk 
Camera; Ray Arn 
Distribution: Fidelity Medical Supply, South 
Main St., Dayton, Ohio, Sale: $150; Loan. 


Demonstrates case the surgical 
reconstruction cleft palate and velo- 
pharynx with complete anatomic dissec- 
tion the muscular components the 
velopharyngeal sphincter, with transfixa- 
tion the parts into their original posi- 
tions. The voice and structures the 
patient are demonstrated preoperatively 
and postoperatively, and following speech 
therapy. 
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Lymphoid Tissue 


Technique of Adenotonsitlectomy 

silent, 17 minutes 

Year of Production: Author and Pro- 
ducer; Lewis F. Morrison, M.D 
Distribution: Lewis F. Morrison, 
Post St.. San Francisco 2, Calif, 
Loan. 


M.D., 
Sale: 


490 
$75 


Shows details technic adenoton- 
sillectomy. 


10. Larynx 
Arytenoidectomy: Open Approach for Bilat- 
eral Abductor Paralysia 
Color, sound, minutes. 

Year of Production: 1949; Sponsor: Oto- 
laryngological Service, Columbia Presbyter- 
ian Medical Center; Wood- 
man, ML.D.; Producer: Sturgis-Grant Pro- 
ductions, Inc.; Camera: Warren Sturgis. 
Distribution: Sturgis-Grant Productions, 
314 East 46th New York 17, Y., 
Sale: $75; Rental: $6. 


Shows the surgical correction paraly- 
sis the vocal cords nerve injury 
case; the removal one arytenoid car- 
tilage and lateral fixation the corres- 
ponding cord widening the glottic chink: 
preoperative and postoperative results, 
with section voice training such 


Thyrotomy (Laryngo-Fissure) 
noma of the Larynx 

Color, silent, 8 minutes. 

Year of Production: 1941; Author and Pro- 
ducer: Delmar F. Weaver, M.D.: Camera: 
William Loesch. 
Distribution: Delmar F. 
Fisher Bldg., Detroit 2, 


for Carci- 


Weaver, M.D., 
Mich., Lean, 


571 


Total Laryngectomy 

Color, silent, minutes. 

Year of Production: 1948; Author: Delmar 
4 Weaver, M.D. Producer: Davis and Geck, 
ne 

Distribution: Davis and Geck, Inc., 57 
loughby St., Brooklyn 1, N. Y., Lean. 


Wil- 


Presents case record method 
total laryngectomy for advanced carci- 


TRANSACTIONS 


REPORTING NEWLY COMPLETED 
MOTION PICTURES 


The expanding utilization medical motion pictures the 
teaching work the Academy members suggests that central file 
newly produced films developed and consistently maintained. 
Reporting all new films therefore urged. The Academy will 
supply Film Information Forms request. 
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laryngeal ob- 
and fixation the left vocal 


noma the larynx with 
struction 


REHABILITATION 
We Speak Again: The Rehabilitation of 
Laryngectomized Patients 
Color, sound, 16 minutes. 
Year of Production: 194°. Sponsor: Ameri- 
can Cancer Society and its Massachusetts 
Division: Auther: LeRoy Schall, M.D.; Pre- 


ducer: Sturgis-Grant Productions, Inc. 
Distribution: Sturgis-Grant Productions, 
Ine., 314 East 46th St.. New York 17, N. Y.. 


Sale; $80: Rental: $7.50. 


Emphasizes the specialized technic 
training the patient develop the use 
esophageal speech. Knowledge and 
hope given the patient. Basic train- 
ing methods are demonstrated which may 
adopted other clinics. 


HYGIENE 
Your Ear and Noise 
Color, sound, minutes. 
Year of Production: 1950; Spenser: Sub- 
Committee Noise Industry the Com- 


mittee on Conservation of Hearing, Ameri- 
ean Academy of Ophthalmology and Oto- 
laryngology: Authors: Howard P. House, 


M.D, Douglas Wheeler, Ph.D.: Camera: Har- 
ry F. Burrell, 
Distribution: Sub-Committee on Noise in 


Industry of the Committee on Conservation 
of Hearing, American Academy of Ophthal- 
mology and Otolaryngology, 1136 West Sixth 
St., Los Angeles 17, Calif., Sale: $65.47; Loan. 


Acquaints management and safety en- 
gineers with the problems noise 
relates the function the ear; reveals 
methods measuring noise industry 
and describes the means testing per- 
sonnel noisy plants; shows methods 
combating the noise hazards means 
ear defenders and control the noise 
both the source and the surround- 
ing environment; stresses the need for 
pre-employment and routine periodic au- 
tests all employees working 
among hazardous noise levels. 


4 
4 
by 
tt 
q 
q 
* 
= 


TEACHERS’ SECTION OTOLARYNGOLOGY 
October 14, 1951 


INTRODUCTION 


first meeting the Teachers’ 
Section the Academy last year, had 
attendance approximately 75. 
larger number are here this morning. 
(The attendance was signi- 
ficant that many are interested this 
meeting. number you have written 
about it. 

intended that the Teachers’ Sec- 
within the Academy study under- 
graduate and graduate teaching our 
specialty, exchange ideas meetings 
such this one, and formulate im- 
advance our specialty centers and in- 
stitutions medical education. Anyone 
participating and 
graduate education our specialty 
Teachers’ Section his presence here. 

Last year considered undergrad- 
uate instruction. The discussions that 
meeting were published supplement 
the TRANSACTIONS and distributed 
June. Extra copies that publication 
are available. 

Today will continue briefly along 
that same theme and then hear some 
views some phases graduate edu- 
cation otolaryngology. 

Several the heads departments 
among our medical schools the 
United States and Canada have asked 
for recommendations for minimum re- 
quirements for good program for 
undergraduate instruction. Two years 
ago Dr. Schall, who was then chairman 


teaching the American Board Oto- 
laryngology, presented such program 
the recommendation his committee 
informal meeting which was the 
forerunner this Teachers’ Section. 
The official Academy Committee for 
this Teachers’ Section approves that 
program, will presented Dr. 
Gordon Hoople. 


this discussion shall brief. The 
major purpose brevity per- 
mit ample discussion this important 
subject. 

Undergraduate teaching Otolaryn- 
gology important. How much time 
allotted and how well done can 
have significant bearing the whole 
years there are many who have affirmed 
that Otolaryngology dying specialty. 
There some evidence that this so. 
the dark side the picture, there 
the loss acute suppurative surgery 
and the inroads which the thoracic sur- 
geon has made the field broncho- 
esophagology. The dearth residents 
and the poor quality many 
for residency training notable, not 
alarming. 

Some us, however, believe that 
Otolaryngology not dying. admit 
changing specialty, but are 
convinced that gradually growing 
and attaining greater stature, and that 
more should added its scope. 
are convinced the specialty has great 
future. Those charge our under- 
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TRANSACTIONS 


graduate teaching programs can bring 
much this pass. There are those 
who believe that most the inspiration 
for the specialty has come from those 
charge graduate teaching. ad- 
mitted that much can come from this 
area, but should remembered that 
first impressions are the important ones. 
The first impressions Otolaryngology 
which the medical student gets are im- 
parted him his first teacher, and 
the concept the specialty 
determined the breadth this man 
and the length his vision. These im- 
pressions have much with the stu- 
dent’s subsequent opinion 
support this view need cite 
but one example. Four top-flight boys 
are now finishing their otolaryngologic 
training One the University 
one Michigan, one the 
Massachusetts Eye and Ear Infirmary, 
and one the Manhattan Eye and Ear 
Hospital. They are where they are be- 
cause one inspired teacher 
graduate Otolaryngology captured their 
tracted inspired teacher and the 
subject which teaches. The second 
and third raters 
where, 

have spoken the teaching Oto- 
quality those entering the specialty. 
More will said this later this 
program, What the 
Undergraduate 
should primarily con- 
cerned with the preparation the gen- 
eral The preparation the 
practitioner the first aim 
all undergraduate medical teaching, and 
has special reason why 
should support this philosophy. Lierle, 
survey the mid-west, has shown 
that per cent general prac- 
titioner’s work lies the field Oto- 
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Minnesota, found that the general prac- 
titioners his area estimated that per 
cent their practice was otolaryngol- 
ogic. smaller survey central New 
York confirms the fact that per cent 
reasonably accurate figure. these 
estimates correct and country-wide 
(and these samplings are diverse), then 
only logical that Otolaryngology 
should well taught and that there 
should reasonable amount time 
allotted it. seems that this 
conclusion which all should agree. 

1949, the recommendations the 
undergraduate teaching committee 
the American Board Otolaryngology, 
which Dr. Schall was chairman, were 
presented meeting the Teachers’ 
Section Otolaryngology. They were: 
The department should autono- 

mous. 

has been found schools where 
has not been autonomous that 
the teaching Otolaryngology 
suffers. 

The practice Otolaryngology 


tN 


plan 

teaching. 

The anatomy the ear, nose and 
throat should taught the 
specialty part the instruc- 
tion the freshman year, 

Requirements 
(1) Two hours orientation, and 

four hours physical diag- 
nosis the sophomore year. 
(2) Forty hours didactic and 
clinical instruction the jun- 
ior year arranged according 
the facilities available and 
the the depart- 
ment head. 
(3) Elective courses for the senior 
year. 
These recommendations were not of- 
survey has been made since 
they were suggested determine how 
many the departments Oto- 
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SECTION 


laryngology the United States and 
Canada have improved changed their 
teaching programs. 

order facilitate discussion, 
shall stop here and ask the following 
questions 


Should this section adopt these sug- 
gested recommendations 


How many schools have raised their 
department this level since the 
suggestions were made two years 
ago? 

Should the heads the departments 


which fall short these require- 

ments carry this information back 

their own schools without our sup- 

Should this information, adopted, 
sent this section the deans 
the medical schools and the chairmen 
their curriculum 

Should advisory committee ap- 
pointed 
aid establishing better stand- 

ards schools not yet committed 
the program? 

uniform 
throughout the country? 

Or, should mind our own busi- 
ness? 


This matter now left your hands 
for discussion and whatever action you 
may wish take, 


CHAIRMAN had great 
deal discussion last about sev- 
eral the points these recommenda- 
tions. many you are speak about 
this again, probably will not able 
finish this program noon. 

can supply the answers some 
the questions Dr. Hoople has raised, 
and shall ask for action these rec- 
ommendations. The latter will undoubt- 
edly require some discussion. 

answer Dr. Hoople’s second 
question, would say that have 
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information how many schools have 
raised their department this level 
since the suggestions were made two 
years ago. Among those below this level, 
probable that some have considered 
and possibly put into effect some the 
recommendations, but have in- 
formation what has been done. 

this group adopting these recommenda- 
tions. That would some teeth,” 
speak, into the recommendations 
making them the official action this 
Teachers’ Section. Then those who need 
can take the recommendations back 
their deans. not believe that 
simply mailing anything the dean 
medical school the chairman 
curriculum committee will necessarily 
teaching Otolaryngology going 
improved any school, will undoubt- 
edly through the efforts the head 
department who will, however, find 
his cause strengthened armed 
with the official recommendations 
this group for minimum program. 
However, will mail our recommen- 
dations the deans all medical 
schools and the chairmen curriculum 
committees. 

Now, would anyone discuss 
Dr. Hoople’s presentation 


phia): would like ask 
The bulk that instruction the 
third year, wonder that were the 
fourth would there any objec- 
tion? 


matters great deal whether the bulk 
the instruction the third year 
fourth year. There argument both 
ways. When one trains the undergrad- 
uate Otolaryngology his third year, 
probably little better equipped 
the clinical work the fourth year. 
the other hand, has had more ex- 
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TRANSACTIONS 


perience clinical medicine the 
fourth year, and receives his spe- 
cial instruction then, better able 
give interpretations. think could 
argue these points for long time. 


Dr. Norton (New Hav- 
en): What response did you get from 
those communications that you sent 
Were they also sent the deans 
the medical schools, simply the de- 
partment heads? 


CHAIRMAN The printed tran- 
script last year’s meeting was mailed 
the heads departments the eigh- 
medical schools the United States 
and Canada, together with invitation 
all participate the activities 
this Teachers’ Section, offer sugges- 
tions, etc. have received letters from 
several heads departments expressing 
interest this program and offering 
their support. 


don't think are going get first 
base unless have definite resolution 
regard the minimum requirements 
for undergraduate teaching Otolaryn- 
gology. believe they should sent 
the deans the medical schools, hospi- 
tal superintendents and the heads 
the departments Otolaryngology. 

the same time, also feel that the 
requirements for examination 
should sent these same individuals. 

move the adoption the program 
for undergraduate teaching presented 
Dr. Hoople the official recommen- 
dation this Teachers’ Section. 


second this motion and suggest that 
copy these recommendations sent 
the chairman the Medical Curricu- 
lum Committee each school. has 
great deal with undergraduate 
teaching. 

The question was then put the 
membership the chairman and the 
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motion was unanimously carried. 


CHAIRMAN Since the meeting 
this Teachers’ Section year ago, 
have been interested two surveys 
which will presented this point. 


SURVEY RURAL GENERAL 
PRACTITIONERS MINNESOTA 
DETERMINE THE EXTENT THEIR 

OTOLARYNGOLOGIC PRACTICE 


Two three years ago Dr. Lierle 
surveyed the physicians de- 
termine what percentage the practice 
the general practitioner 
cerned with otolaryngologic activities. 
Dr. Lierle reported that per cent 
the work the general practitioner 
between the months September 
and June had with diseases the 
ears, nose and throat. 

Dr. Lierle suggested that similar 
survey for comparison should made 
other staes. have conducted one 
Minnesota. 

questionnaire was sent out ap- 
proximately 900 physicians considered 
general practitioners rural com- 
munities. Those listed the Twin 
Cities, Duluth and Rochester were ex- 
cluded, Three hundred and four replies 
were From these discarded 
for reasons retirement, reply 
mailed from new address another 
state, military service, and sev- 
eral instances where the physician was 
known part small clinic group 
with one member doing eye, ear, nose 
and throat work. This leaves 256 re- 
plies which base the estimates. 
That these 256 were from sampling 
with good distribution indicated 
the accompanying chart (fig. 1). 

the questionnaire, list all oto- 
laryngologic diseases was given and the 
general practitioner was asked esti- 
mate the percentage diseases the 
ear, nose and throat making his prac- 
tice during the period between Septem- 
ber and June. The replies indicated that 
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the estimates showed average figure 
per cent, would seem reasonable 
believe, therefore, that the general 
practitioner the rural communities 
Minnesota estimates that approximately 
one-fourth his work during the sea- 
son when infections are most prevalent 
concerned with conditions which are 
part our specialty Otolaryngology. 


SURVEY UNDERGRADUATE 
STUDENTS DETERMINE WHAT 
THE STUDENT HAS LEARNED 
HIS CLERKSHIP 

During the 1950-1951 school year, 
devised plan make inventory 
determine just what the average student 
was seeing during the period his 
clerkship Otolaryngology. the be- 
ginning his clerkship was handed 
mimeographed list which was in- 
cluded all the diagnoses, examina- 
tions, clinic procedures and operative 
procedures done out-patients and in- 
patients. Those items which was ex- 
pected encounter without question 
were designated. The student was 
asked keep record his experience 
and turn the end his clerkship. 
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result, learned, for example, 
how many normal ear drums had 
seen, how many abnormal drums, how 
many hearing tests had observed and 
the type test and hearing impairment, 
how many cases chronic nasal ob- 
struction had observed, and how 
many times had made mirror exam- 
ination the larynx. 


When surveyed the results was 
amazed two aspects this study. 
One was the large amount elementary 
experience these undergraduate students 
were actually being exposed to, and the 
other one was the interest that this list 
stimulated 


This year are giving this list all 
our undergraduates they 
through the clerkship, which consists 
hours out-patient and in-patient 
teaching. 

have said before, and opinion 
bears emphasis again and again, that 
the most fertile soil which can 
work create interest our spe- 
cialty and attract potential recruits 
superior quality the undergraduate 
student. Some you may argue that 
undergraduate teaching should not in- 
clude anything the operating room, 
but contend that the student who gets 
supervised look the operating room 
some temporal bone surgery, nasal 
peek through bronchoscope going 
far more enlightened and expe- 
rience better chance having his 
curiosity aroused than his oto- 
laryngologic experience clerkship 
limited observing impacted ceru- 
men, stuffy noses, the deafened who 
are having their hearing tested. 

not going take the time ex- 
hibit this mimeographed list that giv- 
each student the beginning 
his covers eight pages and 
can reproduced little expense. 
shall glad furnish any you with 
copy you will write for one. 
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The remainder our program 
concerned with the graduate student. 
The question has been raised: 


HAVE THE OPPORTUNITIES 
OTOLARYNGOLOGY DECREASED 
INCREASED THE PAST YEARS? 


Dr. Howard House will speak for 
Otology, Dr. Jerome Hilger for Rhin- 
ology and Dr. Howard for 
Laryngology. 


Dr. Howarp (Los 
The opportunities afforded any spe- 
cialty medicine must analyzed 
from three viewpoints, namely, the 
medical aspect, the surgical aspect, and 
the research aspect. 

There has been considerable discus- 
sion regarding the evolution which has 
taken place Otology during the past 
fifteen This discussion has large- 
followed the advent the chemo- 
therapeutic and antibiotic drugs. 


should like enumerate and discuss 
the opportunities they now exist 
the various phases Otology. 


THE EXTERNAL EAR 

Dermatologic Disorders 

The otologist best equipped ex- 
amine and treat the very common der- 
matologic diserders which 
skin the ear canal. Such diseases in- 
clude eczema, inflammatory manifesta- 
tions, and the fungous infections. 


Otoplastic Procedures 

procedures for correction 
malformed auricles and atresias 
the ear canal leave much desired 
and the otologic surgeon assuming 
leadership this field. 


THE EAR DRUM 
Disea tes 
Like diseases the external ear ca- 
nal, pathology the ear drum ever 
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present and requires keen diagnostic 
and therapeutic judgment. 


Injuries the ear drum are not un- 
common and may result permanent 
perforation. The medical treatment, 
well their surgical repair, fasci- 
the patient. 


MIDDLE EAR AND MASTOID DISEASE 
Acute Infections 

Acute infections involving the mid- 
dle ear should all instances under 
the close observation the otologist. 
The indiscriminate use the newer 
drugs the management acute mid- 
dle ear infections too often results 
Early myringotomy urged all cases 
which not respond promptly more 
conservative management order that 
fibrosis within the middle ear does not 
permanently impair the hearing. There- 
fore, audiograms are 
phase management subsiding acute 
middle ear infections. The problem 
lymphoid hyperplasia the nasophar- 
ynx and adequate examination this 
area essential the prevention 
recurrent ear infection. Only the otolo- 
gist can render this service. 


Chronic Infections 

The incidence chronic suppuration 
will continue large because 
often secondary other conditions 
well sequela acute middle ear in- 
fection. Close observation these cases 
essential the interest hearing con- 
servation and prevention other com- 
plications. 

Chemotherapeutic and antibiotic drugs 
have all but eliminated surgical inter- 
vention acute infections involving the 
ear and mastoid, Surgery for chronic 
ear suppuration will continue, however, 
for reasons already mentioned. 
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Neoplasms 
Neoplasms, both benign and malig- 
nant, are not infrequently superimposed 
upon chronically diseased ear. The 
successful management these neo- 
plasms requires early diagnosis. 
Tumors the ear, therefore, are the 
problem the otologist from beginning 
end. 


Secretory 

The incidence secretory effusion 
either the increase the condition 
being more frequently diagnosed. 
This disease may based under- 
lying allergy, but the exact etiology still 
remains obscure. The immediate relief 
afforded these individuals 
gotomy and drainage the middle ear 
fluid most spectacular. 


INNER EAR DISEASE 
Tinnitus and 

The incidence tinnitus and vertigo, 
either separate combined entities, 
exceedingly large and they are fre- 
quently encountered major prob- 
lem the otologist. Increased 
edge etiologic factors has revealed 
new fields inquiry, both diag- 
nosis and therapy. The relation salt 
metabolism, allergy and vasomotor dis- 
turbances the inner ear mechanism 
well recognized. 

Surgery the labyrinth 
labyrinthine hydrops has brought im- 
mediate relief many patients with in- 
capacitating vertigo peripheral origin. 


MISCELLANEOUS 

Facial Nerve 

The development electronics has 
placed management seventh nerve 
palsies highly scientific level. This 
palsy, well traumatic injuries 
the seventh nerve. result, the in- 
dications for surgical decompression 
the facial nerve becomes evident much 
resulting better prognosis. 
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Technics nerve grafting have ad- 
vanced considerably the past fifteen 
years. 


The Temporomandibular Syndrome 

Malposition and malfunctioning 
the temporomandibular joint are more 
common causes neuralgia and dis- 
comfort about the ear area than has been 
generally conceded. successful 
management this problem requires 
close cooperation with the dental pro- 
fession. 


Neuro-otology 

Considerable progress has been made 
the field neuro-otology. Our pres- 
ent knowledge the eighth nerve 
both its peripheral and central path- 
ways, however, leaves much de- 
sired. With the ever-increasing field 
aviation medicine, well the prob- 
lems vertigo, tinnitus and hearing 
loss, the future 
comes even more evident, 


HEARING LOSS 

nationwide survey has recently re- 
vealed that some per cent our pop- 
ulation has hearing impairment. This 
loss may the middle ear nerve 
variety and may the congenital 
acquired type. many these cases 
the hearing loss could have been pre- 
vented had these patients been under 
the care otologist from the onset 
ear symptoms. Today gratifying re- 
sults are being obtained every type 
hearing loss and the opportunities 
this phase Otology have multiplied 
many times during the past fifteen years. 
few examples follow: 


Middle Ear Impairment 

Congenital ear atresia. Creation 
new external ear canal, together with re- 
moval the fused incus and malleus 
congenital atresia, elevates the hearing 
these cases serviceable level, 
provided the hearing nerve function 
within normal limits. 
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Artificial ear The use 
artificial prosthesis, such the Pohl- 
man insert, may improve hearing the 
serviceable level spite the complete 
absence the ear drum and ossicles. 


Perception Nerve Impairment 

Congenital nerve impairment. The 
factor and rubella the first tri- 
mester pregnancy causes con- 
genital nerve impairment are now well 
recognized. Tremendous strides have 
been made the past fifteen years 
rehabilitation the nerve-impaired pa- 
tient. Modern methods speech train- 
ing and the use electronics all 
types, including the hearing aid, the 
radio and television, have made this ad- 
vancement possible, Such rehabilitation 
programs, both private and clinics, 
must always under the direct gui- 
dance the otologist maximum bene- 
fits are obtained. 


Acoustic Acoustic traumatic 
hearing loss, which 
greatly the increase due exposure 
more persons high noise 
Government, Industry and Labor look 
the otologist for aid preventing 
loss from this cause. 


Infection, vasomotor 
drugs, 
neoplasms and head trauma are but 


few the common causes nerve im- 
pairment which need further clarifica- 


The increase life ex- 
pectancy has resulted increase 
presbycusis, This condition universal 
and needs understanding 
maximum results are obtained. 


The private practice audiology 
conjunction with office otology offers 
tremendous opportunities the care 
patients with impaired hearing. 
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OTOSCLEROSIS 

Until fifteen years ago little noth- 
ing could done from medical 
surgical standpoint for the patient with 
otosclerosis. Since that time the fenes- 
tration operation, developed Holm- 
gren, Sourdille, Lempert, Shambaugh, 
and others, has become practical pro- 
cedure. Hundreds fenestration oper- 
ations are being performed each year 
which result the restoration prac- 
tical hearing the majority patients. 
This alone marked tribute the 
progress otology. However, there re- 
quered otosclerosis. 


RESEARCH 

apparent that the opportunities 
for research have never been greater 
than the present time. This true 
whether one interested the medical 
surgical aspects our specialty. 
our knowledge the ear mechanism 
terms anatomy, physiology and path- 
ology continues increase, will our 
opportunities. 


CONCLUSION 

the result the chemotherapeutic 
and antibiotic drugs, evolution 
otology has occurred. While these drugs 
have resulted decrease some 
phases Otology, they have the same 
time made possible for many new 
therapeutic technics evolved. These 
include the fenestration operation, sur- 
gery the labyrinth, correction con- 
genital atresia, and many plastic proce- 

opinion there can but one 
answer the title this presentation, 
that the opportunities otol- 
ogy have increased the past fifteen 


Dr. (St. Paul): The 
great advances medical knowledge 
the past decades are summation 
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evolutionary, revolutionary, 
change the component parts gen- 
eral medicine. Otolaryngology had been 
recognized separate entity long 
before most the so-called surgical 
specialties had become autonomous. 
matter fact became “separa- 
for while that it, degree, iso- 
lated itself and its segment the pa- 
tient from the rest medicine and sur- 
gery. For this incurred deserved crit- 
icism, 

can assumed that the scientific 
literature medical specialty accu- 
rately reflects the interests and accom- 
plishments the men that specialty. 
put modern Otolaryngology clear 
light—to clarify its position the medi- 
cal world —it good answer three 
queries: From whence come? 
Where are now? Where go? 
The special literature thirty years 
ago, fifteen years ago, and today 
answers these queries part. The direc- 
tion which trend tomorrow also 
becomes apparent. 


Here tabulated form the subject 
matter Otolaryngology these long 


The distribution subject material 
the three major otolaryngic journals 
for the years shown are follows: 


SUBJECT NO. ARTICLES 
1920 1935 1950 
Anatomy 
Physiology 
Pathology 
Nasal and Sinus Surgery 
Plastic 
Allergy, vasomotor, and 
endocrine 
Tumors 


view, specifically, the rhinologic 
aspects our changing specialty: 

trend greater interest and more 
frequent contributions the basic sci- 
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ences apparent the fields anat- 
omy, pathology and physiology. 
Bacteriologic attitudes 
grossly modified chemobiotic and 
antibiotic therapy. The nasal portal 
entry relates much the basic ad- 
vances bacteriology, antibiotic ther- 
apy, and the unsolved conundrum the 
common cold and viral invasions. 


The importance rhinologic prob- 
lems purely local entities has faded, 
apparent the decrease miscel- 
laneous rhinologic papers. 

Nasal and sinus surgery from domi- 
nant topic has faded near oblivion. 
With the decrease nasal and sinus 
surgery, the responsibility for main- 
taining deft surgical technic has in- 
creased rather than decreased. The 
problems mucocele, frontal osteoma, 
maxillary tumor, intranasal and naso- 
pharyngeal new growth, polypoid de- 
generation and others still The 
lessened incidence warranted surgery 
only increases our teaching responsi- 
bility that trainees can qualified 
spite the decrease clinical mate- 
rial. 

Reconstructive surgery occupied 
more important place the otolaryn- 
gology the than the 
Today the specialty reaffirms com- 
manding interest the work. 

The problem architectural nasal 
obstruction has largely 
into the proper surgical correction 
the anterior third the nose and sep- 
tum. Rhinoplastic surgery has physio- 
logic well cosmetic responsibil- 
ity. 

The nose and its environs, suscept- 
ible injury, naturally expand our re- 
constructive field include maxillary 
surgery. The basic science the region 
and the problems surgical technic are 
those best known the rhinologist. 

Allergic and vasomotor viewpoints 
were mere voices the otolaryngologic 
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wilderness 1920, Interest erupted 
the middle thirties the futility fo- 
cal infectious and nonsuppurative con- 
cepts became more apparent. That the 
newer viewpoints occupy basic posi- 
tion the Otolaryngology today be- 
comes apparent the broadening the 
“witches brew” concept allergy 
the thirties the present acceptance 
the fundamentals vasomotor dis- 
order 

The nose more exposed environ- 
mental stress than most organs. Dis- 
turbances result which are challenge 
interpretation, Nowhere the body 
are vasomotor disorders more prevalent 
and expressive. This implies basic in- 
terest for the rhinologist the rapidly 
progressing fields immunology, neu- 
rovascular physiology, pharmacology, 
endocrinology 


the same token, the patient with 
chronic recurrent head pain has become 
responsibility, There 
other specialist more qualified 
clarify his problems. 


aggressive interest the neo- 
plasms the head and neck has de- 
veloped proper relationship this 
growing field and created new respon- 
sibilities for Otolaryngology meet. 
The steady increase human longevity 
accentuates the problem. Refinements 
surgical technic and radiation therapy 
increase our salvage rate. One who 
deals with the primary lesions must 
qualified pursue the secondary metas- 
tases into the neck logical treatment 
isn’t possible, 


Here, then, are the challenges rhin- 
ology for the coming decade 


The maintenance systematic in- 
terest the basic sciences—physiol- 
ogy, pathology, bacteriology and sur- 
gical anatomy not only intra- 
nasal structures but external nasal 
and adjacent structures well. 


The simple clarification those ex- 
tranasal and intranasal surgical pro- 
cedures that have withstood the test 
present critical concepts that 
the art necessary surgery will not 
lost for the 
generation. 

The encouragement broad inter- 

est the reconstructive surgery 

the maxillofacial area. 

The acquisition available 
edge the fields endocrinology, 
neurovascular physiology and phar- 
macology toward the proper care 
the vasomotor malfunctions the 
upper respiratory tract, 

The interpretation vascular head 
and neck pain this commonplace 
alien finds refuge Otolaryngol- 
ogy. 

The application and participation 

antibiotic and immunologic ad- 

vances. 

The solution the clinical complex 

wastebasketed present thinking 

the “common cold.” 

The basic preparation anatomy, 
pathology and surgical technic neces- 
sary improve our approach the 
primary neoplasms the nose and 
maxillae and cope adequately with 
the secondary cervical involvements. 


w 


Nowhere the entire field medi- 
cine and surgery can promising young 
man find concentrated more engros- 
sing combination medical concepts 
and surgical technics than exists mod- 
ern Otolaryngology. The opportunity for 
basic contributions and clinical 
ments unlimited. Every young man 
who becomes participator 
logic practice can readily become con- 
tributor. 


Dr. Howarp (Toronto): 
After World War many men without 
adequate training were attracted ear, 
nose and throat practice largely because 
the trend medicine search for 


= 
i 
4 


focus infection all systemic dis- 
eases. Medical men general were car- 
ried away with the relationship between 
disease and possible focus 
have carried the brunt the responsi- 
bility for the failures greater degree 
than necessary, because, often the re- 
quest the internist, possible foci 
infection were removed 
bronchitis, rheumatic fever, and 
the results found wanting. 

this period Otolaryngology appears 
have lost the respect other divi- 
sions medicine and surgery; and for 
some time the opportunities for expan- 
sion appeared dormant. The advent 
chemotherapy and antibiotics was later 
factor markedly decreasing the practice 
Otolaryngology. 

There nothing can regarding 
the unsatisfactory results following the 
removal foci infection systemic 
disease, nor think any you here 
today would wish for the return the 
ogy before the advent chemotherapy 
and antibiotics; but much 
achieved the scope our own prac- 
broad and adequate training the men 
entering the specialty Otolaryngol- 
ogy. 

glance the history laryngology 
reveals that came into being off- 
shoot general medicine rather than 
surgery, was not until the latter part 
the eighteenth and the early part 
the nineteenth century that the com- 
bined specialty otorhinolaryngology 
was practiced. Today our specialty im- 
plies diseases the ear and larynx and 
included diseases the throat,pharynx, 
nose and nasal sinuses, trachea, bronchi 
and esophagus, and the Board Oto- 
laryngology requires that candidate 
examined maxillofacial surgery and 
surgery the neck, exclusive the 
thyroid gland. 
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evident that this imposing array 
diseases will not remain our spe- 
cialty permanently, witness the loss 
brain abscess and, more recently, the 
loss bronchoscopy some centers, 
unless are prepared broaden our 
knowledge and training. 


There are many who have felt 
for some years that there something 
lacking our specialty, that chang- 
ing, that becoming narrower. Per- 
haps we, the specialists, who have 
narrowed, and due inadequate train- 
ing, are not capable looking after 
the diseases our sphere. 


Notwithstanding these factors, 
lieve our field has not narrowed but 
challenging developmental stage. 
must improve our predecessors’ 
methods and intentions. belief 
that this opportune time for oto- 
laryngologists reflect and lay plans 
rather than wait until further inroads 
are made into our specialty. 


These inroads are due the weak- 
ness some members Otolaryngol- 
ogy. could possible that this due 
lack interest some our group 
the belief that there opportun- 
ity their centers bronchoscopy, 
laryngology, maxillofacial surgery, etc. 
those say, grasp your opportunity 
before too late. 


The present training for otolaryngol- 
ogists the United States and Canada 
consists one year’s general intern- 
ship followed three years’ training 
otolaryngology, which includes study 
the basic sciences; after which the 
candidate must have had minimum 
one year practice limited his spe- 
cialty before presenting himself for ex- 
amination the American Board 
Otolaryngology, Canada for the 
examination Certification Oto- 
laryngology, means these exami- 
nations the elimination the self-styled 
specialist taking place. 
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Canada, hope the not-too- 
distant future have the Certification 
examination replaced the Fellowship 
examination Surgery the Royal 
College Physicians and Surgeons 
the specialty Otolaryngology. 
qualify for this examination candidate 
must have, addition the above 
training, two years general surgery. 


When this change takes place 
would prepared for further develop- 
ments medicine surgery and have 
fear inroads from any department. 
The added training general surgery 
will greatly aid otolaryngologists be- 
come still more skillful surgeons and 
competent perform all surgery the 
head and neck. the present time the 
Fellowship examination required for 
teaching appointment our medical 
school the University Toronto. 


Thus. have established certain 
standards for training and defined them. 
Some you are the opinion that this 
time too long and unnecessary, This 
not true, surgery and its specialties, 
more than other divisions medicine, 
demand intensive and prolonged train- 
ing. 

The urgent need this time 1m- 
provement the graduate training 
the otolaryngologist, with the establish- 
ment higher standards. This will en- 
courage improvement our undergrad- 
uate teaching. 

easy theorize and generalize, 
but from practical point view 
thought would interesting pre- 
sent resume the progress that has 
been achieved our Department 
Otolaryngology over period fifteen 
years. 

1935, the Department Otolarvn- 
gology the University Toronto lost 
the control major laryngeal work. 
This best shown compare the 
work carried cut 1935 with that 
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1950 the public wards the Toronto 
Hospital, which the largest 
the University group hospitals. 


Esophagoscopy 
including foreign bodies 
Bronchoscopy 


including foreign bodies 237 
Laryngoscopy 100 
Laryngofissure 
Laryngectomy 
Pharyngolaryngectomy 
Closure pharyngeal fistula 
Block dissection glands neck 
Tracheotomy 
Removal thyroglossal cysts 
Dilation the larynx 
\rytenoidectomy 
Pharyngeal diverticulum-removal 
Branchial cysts 
Pharyngomaxillary abscess 


order carry out this work are 
fortunate that the head our De- 
partment has had broad training and 
insistent that members his Depart- 
ment have thorough training medi- 
cine and surgery, well otolaryn- 
gology. 


While this resume the work 
accomplished the years 1935 and 
1950, has really been accomplished 
the short period six years. Much 
this work, such laryngectomy and 
block dissection the glands the 
neck, was carried out the Depart- 
ment Surgery the patient went 
centers where this specialized 
work was being performed. many 
cases cancer the larynx was treated 
with high voltage therapy. 

While some the major surgical 
operations, such 
tomy, removal thyroglossal cysts, 
arytenoidectomies, removal 
yngeal diverticula and removal mixed 
tumors the parotid gland, have not 
been carried large numbers, 
feel that the work has been much more 
stimulating than formerly. 


E 
| 
| 
i 
4 
| 
4 


This took courage the part the 
Department 
though adequate surgical training had 
been taken various members. 
even greater importance the fact that 
this work was accomplished with some 
cooperation from the Department 
Surgery that today feel that Oto- 
laryngology regaining its rightful 
place the Toronto General Hospital 
the University Toronto. time 
goes and more and more men become 
adequately trained, have doubt 
that larger percentage head and 
neck surgery will given over our 
Department. 


problems remain laryn- 
gology for those who are scien- 
tifically minded, such the 
Waldeyer’s lymphatic ring infec- 
tion early childhood, and the effec- 
tiveness irradiation lymphoid tis- 
sue the nasopharynx, Postnasal dis- 
charge per remains enigma. 

Much work remains done 
the cause papilloma the larynx 
children and therapy. Cancer 
the larynx and its predominance the 
male are great problems for scientific 
study. 

Laryngotracheobronchitis, its cause 
and proper therapy also require exten- 
sive investigation. 

opened the use Cortisone and 
ACTH. These hormones control our re- 
sistance, which controls our reaction 
They produce changed re- 
action infection, For example, pa- 
tients with rheumatoid arthritis seldom 
have cold because they are non- 
specific hyperimmune state. They de- 
velop colds repeatedly 
realize that one the effects these 
hormones change the mechanism 
immunity. The shrinking action 
lymphoid collections the pharynx 


with this hormone important but 
with what benefit remains proven, 
also the marked alleviation se- 
vere asthma and allergic conditions. 
must recognized that most this in- 
vestigation can only done teach- 
ing institutions with laboratories, 
men with scientific minds and sufficient 
financial assistance their disposal. 
The young man today entering Oto- 
laryngology would appear have 
abundant opportunity his chosen 
Leadership medicine and our 
specialty essential and urgent. far 
this country has been allowed 
develop freely and 
our leadership and training become 
weak leave poor heritage for those 
who follow, attracting youth without the 
necessary culture and vision. The pres- 
ent directors university teaching de- 
partments Otolaryngology must de- 
velop men who are first class surgeons, 
who can command the respect their 
colleagues the other departments 
surgery and medicine, and the admira- 
tion their students.In this way these 
men will make great contribution 
towards solving the problems 
panding the scope laryngology. 


CHAIRMAN The discussion 
these three presentations will opened 
Dr. 


The excellent papers you 
have just heard emphasize the oppor- 
tunities that are available for the physi- 
cians who wish specialize 
rhinolaryngology and maxillofacial sur- 
gery. The field broad scope; the 
practice both medical surgical. 
There challenge for those inter- 
ested research investigate such 
problems allergy, the viral diseases, 
malignancies, and hearing losses. few 
years ago heard from many sources 
that otorhinolaryngology was dying 
This far from the truth to- 
day. have idea that the individuals 
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who uttered these statements actually 
did not feel that way themselves but 
made these accusations stir from 
our lethargy and stimulate greater 
accomplishments. 


About six years ago, following the 
discovery 
and the there was and 
delve into the history Otolaryngol- 
ogy find that the so-called scope has 
changed many times. first there were 
the single specialties otology, laryn- 
gology and rhinology developed 
the Later there was 
combination the three; then the field 
was further broadened 
and later maxillofacial 
surgery was added. During recent years 
before antibiotics, the scope was again 
reduced because the 
fections the ear and sinuses—every- 
one was busy that there was little 
time for the rest the field. result 
much our work, particularly surgery 
the neck and maxillofacial surgery, 
was done largely 
Later the field was again narrowed 
the separation ophthalmology from 
and broadened again 
increased interest the field allergy. 
There question that the chemo- 
therapeutic agents and antibiotics have 
been important factors this time 
the desire include again the entire 
dents This really has been boon 
the specialty because has made 
aware the fact that are have 
must have definite field work, real- 
izing the same time that some our 
field will overlap with that other spe- 
cialties. 

there anything wrong with 
today There are, course, 
number things that could im- 


proved but there nothing that 
serious that can’t remedied. 
would like discuss very briefly few 
these. First the lack uniformity 
far the scope training concerned. 
have had opportunity gain direct 
information concerning this ques- 
tionnaires given candidates for Board 
examinations. Five years ago don’t be- 
lieve you could have found similarity 
the scope field training any 
two institutions. Now about per cent 
are including neck surgery (excluding 
the maxillofacial and temporal 
bone surgery. The basic sciences are be- 
ing taught nearly all institutions. 
sure are making great progress 
along this line. the biggest prob- 
lem have today have some uni- 
formity far the field scope 
Otolaryngology concerned our 
teaching institutions. How can this 
done? Heads departments through 
fault their own, because they were 
trained during the period when were 
too busy with infections the ear and 
sinuses and tonsils pay any attention 
the rest the field, are unable 
teach the full field adequately. The 
training these teachers should, 
opinion, include two years or, better, 
three years general surgery, one vear 
internal medicine and three 
otorhinolaryngology. This can done, 
because have done myself, and 
know other institutions where has 
been done, 


There are many training centers to- 
day which not have adequate mate- 
rial and staff teach residents Oto- 
laryngology. The number approved 
centers for training our specialty 
the present time has increased nearly 
three times since 1940. Some these 
institutions obviously must removed 
from the approved list. 


Another thing that can done 
stimulate interest otorhinolaryngol- 
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ogy offer facilities for research for 
those residents and staff members who 
show interest and have ability. 

The present three-year period 
training not too long even for those 
really comparable months’ train- 
ing twenty years ago because three years 
residence required see the vari- 
ous types cases, and again the tempo 
the average resident’s work has been 
Now they are married, have 
families and most instances leave 
their services five o’clock. Twenty 
years ago marriage during 
was unusual and the average resident 
worked every night except Sunday un- 
til ten eleven More time 
also required for teaching the basic sci- 
ences and other subjects that have been 
added the increased field and normal 
progress medicine general. 


Those individuals who wish 
cialize within the specialty must take 
extra work addition the basic three 
training. refer those who may 
wish devote their entire time max- 
illofacial surgery, malignancies and tem- 
poral bone surgery. These individuals 
must necessarily, most instances, seek 
large communities for their practice. 

least for the present, those going 
into the surgical specialties should have 
special course general surgery, This 
year under the present regime gen- 
eral surgery would wasted. would 
necessary for the general surgeon 
arrange special course. This would 
difficult this time. 


specialty and the future bright pro- 
vided have some uniformity scope 
the training residents. this 
need now (1) well-trained teachers 
with preliminary training the prin- 
ciples surgery, (2) increased inter- 
est the medical student and the gen- 
eral practitioner better teaching, and 
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(3) stimulated research. The responsi- 
bility for these things rests with the 
teaching institutions. Let home 
and something about it. 


CHAIRMAN These papers are 
now open for general discussion. 
have two guests here from England. 
would pleased hear from Mr. 
Owen and Mr. 


Mr. Chairman, this quite un- 
expected, and can only say how de- 
views about this very important sub- 
well. 

was particularly interested listen 
your remarks about the questionnaire 
which was sent around your State 
Minnesota. 

We, you know, England have 
had the old panel system going since 
1911, which pertains certification 
all those who are unable follow 
their employment due some illness 
another and when these statistics were 
gathered, was found that the majority 
the immediate families the work- 
ing class particular were ill re- 
sult otolaryngologic infections, and 
our figures England dating from 1911 
varied from per cent, which was 
very interesting from the point view 
the figures given here today. 

Now, you may wonder since there 
note anxiety here the future 
Otolaryngology. You may ask, what are 
the repercussions the specialty 
England result the Health Serv- 
ice. 


You will find the statement made with 
regard the general practitioner, who 
forms the actual hub the profession 
far are concerned England, 
that the vast majority, may say pos- 
sibly per cent, the patients that 
come into the out-patient clinics the 
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main hospitals are referred there 
their general practitioners 

The remark that has been made now 
that the physicians are being over- 
worked means this large extent, 
that the patient may the doctor’s 
office complaining something the 
head and neck, and result prob- 
able rush and overwork, the will 
tell him, think you had better see 
specialist,” and slip sent the 
hospital for appointment made 
for him. may marked “urgent,” 
the waiting list, and may that 
will have wait two, three, four 
weeks before goes the hospital; 
then when these patients appear there 
for the first time, after waiting for three 
and four weeks, find quite large 
number them coming around with 
nothing wrong with them. They may 
have had something wrong with them, 
say, during the first week the com- 
but having waited, they have 
been cured the waiting. The result 
that there will certain amount 
waste time far are con- 
cerned, 

other point that think im- 
portance far the head and neck 
work concerned the fact that due 
the fight for individuality among the 
specialties, were, there certain 
degree danger the upstartiness 
some the deep therapists with their 
radiation, radium, and high volume 
treatment; and they establish clinics 
their own the main That 
one our headaches where there 
possibility the general practitioner 
referring head and neck cancer case 
the deep therapist without having 
through the main general surgical 
department, and even the throat and 
nose department. 

Now, are fighting that, and 
certain that will not progress from 
the point view the deep therapist 
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having his own control head and neck 
cancer surgery without having the com- 
plete cooperation the General Col- 
lege. 

just want say, sir, how much 
have enjoyed listening these papers 
here this 


Mr. (Oxford, 
for here today, and not 
want take much your time. But 
should like say thank you, and how 
much personally agreement with 
practically everything that 
said the previous speakers. 

Great Britain, too, have our 
anxieties, Robert Owen has just said. 
The chest men, plastic surgeons, and 
the neurosurgeons are all trespassing 
upon our specialty, and have short- 
age trainees. This last partly be- 
cause the young men who have been 
medically qualified for year have 
spend two years the forces; when 
they return they are not very anxious 
after two years military service and 
medical inactivity begin take 
nose and throat work specialty. 

was not quite aware until the other 
day how great was the anxicty about our 
specialty this side the Atlantic. 
was subjected very severe onslaught 
from the dean well-known medical 
school this side, who told that 
thought our specialty could quite well 
taken over the one hand head and 
neck surgeons, and the other the 
physicians. put what defense 
could, not being prepared for the on- 
slaught; and suggested that some 
our technics, diagnostic and operative, 
were not within the scope man do- 
ing only major head and neck surgery 
or, the other hand, man doing phy- 
sician’s work, was referring especially 
the temporal bone and nasal sinuses. 
think friend went away faintly 
convinced. hope so, 
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think express the feeling that many 
have Britain when say that 
some our troubles are due our own 
fault having let things that 
ought have stuck to, particularly 
the surgery the larynx and pharynx. 
Too many peop'e have been content 
earn easy livelihood giving office 
treatments and removing tonsils. 

feel that the teaching under- 
graduate students should 
based and adequate, but not too deep; 
and above all, that must inspired. 
useless just invite people come 
and look few tonsillectomies sep- 
tum resections the operating room. 
They will not get much inspiration from 
that. the other hand, think that 
our specialist trainees should have 
adequate grounding general surgery 
and general medicine. The English and 
Scottish Colleges Surgeons insist that 
they should have least one 
general surgery, compared with the 
Canadian suggestion two years, and 
six twelve months general medi- 
cine. Difficulties arise obtaining long- 
training for our people the general 
departments, because those departments 
have their own trainees think too. 
After man has had that kind 
background together with his minimum 
five years otolaryngologic training, 
useful member our specialty, and 
can into subspecialization later. 

base our training program 
broadly can, should produce 
good, 
and can that need have 
fear for the future. 


Bores: Thank you, Mr. 
Owen and Mr. MacBeth, for your con- 
tributions. 


beg everyone’s pardon, but Dr. McCart 
made little mistake the regu- 
lations the Canadian Royal College. 
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The requirements for fellowship are one 
rotation internship and one year 
general surgery general medicine, 
half vear each; and three 
Otolaryngology. not two years 
surgery. think Dr. Ireland will bear 
out that. 


After listening all the 
papers this morning and the statement 
made Dr. Hoople, any decision made 
will have far-reaching effect. Just 
talking, however, not going help 
any. Making large list condi- 
tions, many minor, that Otolaryngolo- 
gist can treat, and saying, “Look how 
much have do,” will not help the 
situation nor the end will the spe- 
cialty any bigger. list lot 
minor conditions and major conditions 
will seen how our field restricted. 
Merely pinching our cheeks 
tending are not anemic not going 
increase the importance the spe- 
There are several things that 
should constructively done. 


This organization, probably asso- 
ciation with the American Academy, 
ought make such list, stating, 
following are the things that 
laryngologists are trained in, wish 
practice in, are able do,” and insist 
upon its recognition the hospitals, 

The next step the graduate 
schools, and tell them, “This the stuff 
that wish taught the graduate 
school that graduate graduate 
school, after certain amount train- 
ing and instruction, capable com- 
ing out and doing these 
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And then the biggest difficulty will 
when you come your hospital and 
say, want maxillofacial sur- 
gery,” want neck surgery,” 
and they will say, “No, because the 
general surgeon who does this, that, and 
the other thing.” 
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You are going have obstruction 
that field from all angles. Just cite 
example two, the Philadelphia 
Hospital tried get across 
the idea that certain neck situations— 
neck surgery —are also part oto- 
laryngologic surgery, and whoever gets 
the case may it, but are not 
excluded. great battle went on. The 
surgeons objected, “Everybody mak- 
ing inroads into us. The chest surgeon 
making inroads into us. The Otolaryn- 
now want take slice out. 
The gynecologist does pelvic surgery. 
What are going do?” You are go- 
ing against those people who 
think you are making inroads into their 
field. Such arrangements ought 
made with other departments that 
should recognized being able 
this, that and the other surgery 
friendly basis, that will recog- 
nized having the right it. 


Now, about the length time 
touchy subject with me. Dr. MeNally 
has corrected about the two 
surgery, and there has been added 
three vears this, that, and another. 
Much time could wasted hospital 
residency—such clerical work and ob- 
servations, allowed few tonsillec- 
tomies the first year. Then resident 
the hospital has material, resident 
can get all needs one year. there 
not sufficient material the resident 
not permitted any work, any 
time. 

must quote conversation had 
with one our esteemed members 
about this matter. said, object 
long years training. think one vear 
basic course and one year resi- 
dency absolutely sufficient, provided 
the man goes later and associates 


himself with clinics and continues 
Then give man opportunity 
establish himself that can make 
living and, the same time, study his 
individual, that fine has special 
aptitude and special training.” said, 
think the several years training 
boy has taken four years 
training one the midwestern clinics 
and came back well trained. have 
very large practice and has come 
with me. can anything wants.” 
said, wonderful. How old 
your boy?” said, “Thirty-four vears 
old. married and has two chil- 
dren.” would like know how many 
have fathers who will keep 
the age with our families, that 
they will come with who have 
That ridiculous the face 
it, for the average individual hope 
attract into the field Otolaryngology 
individual whom ought con- 
sider human. the old days, man 
was usually established and earn- 
ing his own living, because was given 
the earning his own liv- 
ing. was practicing from the time 
was years old. Now, man 
gray, and before 
ist. When after few years applies 
too old. 

think ought not only consider 
the training that the individual should 
get, but also ought consider the 
individual himself he, too, must 
live, and make living, and gradually 
take training—without imposing hard- 
ship him that almost unbearable. 


Dr. (St. Louis, 
cannot agree with Ben Shuster. 
the past has been the opinion 
the general physician and general sur- 
geon that there were too many incom- 
petent Otolaryngologists, the reason be- 
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ing that there was too short training 
period required. think the length 
training extremely important. agree 
that man sometimes quite old before 
can begin practicing specialty, but 
with adequate training will least 
sible assimilate enough knowledge 
competent Otolaryngologist with 
any less training than that which has 
been prescribed the Board, Dr. 
Lierle told you. 


would like bring another point. 
think most are worried just now 
about the lack applications for post- 
graduate don’t know how 
Philadelphia Boston, but know 
that this year St. Louis have 
graduate course progress because 
had too few applicants for it. wonder 
what the reason for this is. Perhaps 
because the past have heard about 
the dying specialty and too much em- 
phasis has been placed the word 
“dying” rather than “changing.” You 
have heard today that Otolaryngology 
not dying specialty. sure isn’t. 
think this symposium should publi- 
cized widely medical students and 
physicians just recently qualified, in- 
terns and residents, One the diffi- 
great deal time training man 
expert in, let say, temporal bone 
surgery. This man then goes off prac- 
tice small town where has op- 
portunity the work trained 
for and left doing work medi- 
cal nature Otolaryngology—extremely 
interesting work but lacking the stim- 
ulus some the major surgical pro- 
cedures. can quote one particular ex- 
ample this, man who spent three 
years with and was one the best 
residents ever had. extremely 
adept surgeon and practicing 
small town. gets very little temporal 
bone surgery because, says, 
“The cases are infrequent that 


feel that should tackle them. 
not doing enough keep hand 
think those you who tem- 
poral bone surgery realize that you have 
operating almost every day keep 
your hand well What the answer 
this going be, don’t know, unless 
can get hospitals the smaller towns 
with adequate facilities for these men. 
think this one the reasons that 
are not getting graduate students the 
specialty Otolaryngology these days. 
They don’t see what they are going 
towns. 

Apropos Dr. Shuster’s idea the 
lack support for fellows who are go- 
ing into specialty, have recently 
been trying change the situation 
giving the residents adequate living 
wage while they are their hospital 
service. think extremely impor- 
tant. The men who came the past for 
residencies the specialties 
spend two three years the hospi- 
tal paying out money and taking none. 
some instances they get twenty-five 
hardly adequate for man with fam- 
ily live believe they should 
paid adequate wage while they are 
working the hospital their training 
because they great deal work 
for the hospital, and believe that their 
pay should come from the hospital rath- 
than from the various Departments. 
This matter might taken some 
future meeting because believe 
extremely important. 


Dr. Norton (New 
en): Lierle touched two very im- 
portant points his discussion which 
would like Possibly this 
group will interested recommend- 
ing that some action regard them 
taken. 

The first concerns the number ap- 
proved residencies that have been start- 
the last few vears. think men- 
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tioned that there were three times 
these new residencies are adequate, 
think, question. Who makes the final 
decision about new residency not 
quite clear. The result has been that 
there are now more residency positions 
than men fill them, and not be- 
lieve this trend has had the approval 
the men who have been responsible for 
training residents. there anything 
this group can keep this matter 
better the American 
Board Otolaryngology have any re- 
sponsibility this matter? Board 
function? think could the spe- 
cialty members would give the Board 
support its policy. 

The second thing that Dr. Lierle men- 
tioned the attitude the medical 
schools, The members this discussion 
group are unified their opinion 
the importance the specialty med- 
ical teaching, practice 
training, but spite our attitude, 
the medical schools who 
control over the time allotted and the 
facilities available for teaching. would 
like make suggestion this group. 
During the next vear, could make 
contact with the American Association 
Medical Colleges and apprise them 
our Possibly could have 
representative from their group our 


Does 


next meeting discuss this question, 
direct statement the attitude 
medical schools towards the specialty 
would Possibly then pro- 
training could worked out for the 
mutual benefit all concerned, 


Kinney (Cleveland): 
would like make one practical sug- 
gestion how this room 
could solve this problem, namely, for 
individuals stop speaking and 
writing the word that has long ago out- 
lived its usefulness, namely, the word 
“general surgeon.” 


Dr. Means (Columbus) 
Being newcomer head depart- 
ment, confused over some these 
high ideals, 


had residency back the far past 
when the State 
quired two years internship before 
one could take his State Board. don’t 
know what the National Boards now re- 
quire. How long after 
one year internship, two years be- 
fore taking the Pennsylvania Boards? 
Then specialty residency how long? 
thought only three years. 


Now you come along and speak 
taking year surgical residency. 
What you get first year sur- 
gical residency more than intern 
gets. They don’t let them touch knife 
the first year surgical residency. 
most hospitals one has into his 
third year into his sixth seventh 
year senior residency before can 
any major work and before “un- 
derstands” major principles. 


there not the possibility rotation 
when you are training your men Oto- 
laryngology going over your max- 
illofacial group, with plastic group, 
with your cancer surgery group and 
working these departments when they 
are doing cases our area? Then men 
come along who have two and three 
vears neurosurgery, We, too, are in- 
terested cases involving 
Why not interchange 


too, agree with Dr. Shuster that 
are dragging residencies out woefully 
long. You demand year advanced 
medical residency after two-year in- 
ternship, year surgical residency 
and three years Otolaryngology, then 
one must subspecialize when gets 
that point. One does fenestrations 
something else his major interest. 
not even qualified every- 
thing the field Otolaryngology, 
seems, 
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say that need residents Ohio 
State the same as, found writing 
friends, was true the other schools. 
don’t know where are going, de- 
manding six eight years postgrad- 
training after two years the 
army. Few can afford train that longa 
time. father who was Otolaryn- 
gologist supported until was 
and could get start That was young! 
They now are much older and can’t af- 
ford starve their families. 


have son-in-law taking medical 
residency and didn’t have take all 
these other “monkey-businesses” 
before could become medical resi- 
dent. However, when you talk Oto- 
laryngology speak having 
know everything the world—general 
surgery, general medicine, etc. 


don’t know what they can get the 
first year any these. Very little, 


think. 


believe that must develop 
system rotation with allied services 
during Otolaryngology residency. 


feel that must de- 
fend myself far the length train- 
ing have advocated. the first place, 
Dr. Means, sure you are acquaint- 
with the requirements the Board. 
They are briefly this: one vear rotat- 
ing internship and three Oto- 
laryngology plus year practice 
one year’s residency surgery medi- 
cine, additional year ap- 
proved internship may served lieu 
vear Otolaryngology. would say 
that seems, the Otolaryngologists 
were taking the usual general surgical 
training, that such course should 
devised suit the needs the special- 
ist. agree with Dr. Kinney that such 
course should not only deal with the 
general principles surgery but diag- 
nostic and surgical procedures well. 


can’t agree with Dr. Shuster’s math- 
ematics. don’t believe that the average 
man completes his residency Otolar- 
yngology the age thirty-four, This 
may true later universal military 
training adopted. Many individuals 
finish high school seventeen and 
eighteen, Three years liberal arts 
training, four years medicine, year 
internship and three years training 
the specialty are required. Twenty-eight 
twenty-nine the age when 
ready practice. 


Dr. admit that the Army 
requires two the present time, 
but the individuals who are permitted 
register premedical courses have 
been deferred and probably the fu- 
ture will excused. certainly hope 
have required military training, admit 
with Dr, Walsh that hospitals have ex- 
ploited our advanced residents, and 
they may have least living wage 
and won’t necessary for them 
deeper debt during their residency. 


done 


CHAIRMAN Bores: Those who believe 
that three years residency training 
good internship too long period 
preparation would probably the first 
insist that our specialty requires 
much specialized knowledge 
trained surgeon internist must have. 
ties requires much and usually more 
than can obtained three year 
residency. 

have adhere time schedule 
for this program, will discontinue 
further discussion this time and come 
the last item our program. 
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Another question has been raised 


WHAT SHOULD THE CLINICAL 
OTOLOGIST ABOUT AUDIOLOGY? 

director the Winthrop Foundation 
for the Study Deafness the Massa- 
chusetts Eye and Ear Infirmary, have 
had fairly good opportunity finding 
out what constitutes complete service 
for the deafened. believe know what 
the set-up should order render 
sibility and interest the deafened, 
have learned something audiology. 

Audiology appears inclusive 
term embracing many divisions sci- 
ence pertaining the transmission, per- 
ception and interpretation sound. 
Physiologists, physicists, psychologists, 
anatomists, otologists, educators and so- 
ciologists participate more less this 
new science, Because new, rela- 
tively few individuals making this 
composite group have been long 
enough classified audiologists, 
the highest sense the word. The 
picture, however, rapidly changing 
and needs 

There apparently are different classi- 
fications audiologists according 
their education and training. Therefore, 
the otologist recognizes the highest cate- 
gory, namely the doctor audiology, 
one usually engaged full-time ac- 
tivities either university, medical 
school, both; or, may engaged 
research organization large re- 
habilitation center. This type audiol- 
ogist usually directs laboratory 
works conjunction with associates 
physiology, physics psychology, all 
having special interest hearing. They 
have been productive many contribu- 
tions most useful for diagnosis. 

also recognize the larger group 
audiologists which composed 
the practical workers the They 
are the teachers lip reading, speech, 
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auditory training, hearing-aid evalua- 
tion and audiometry. 
group, holding lesser degrees educa- 
tion, one with which the otologist 
must become more Their spe- 
cial talents are indispensable. 

Finally there the audiometrist who 
purely technician qualified audi- 
ometry and also perhaps hearing-aid 
evaluation. has limited training 
but renders valuable service the 
doctor. 


Now that have made the distinction 
between the doctor audiology, the 
clinical audiologist and the audiome- 
trist, should make similar distinctions 
regards Relatively few 
otologists devote full even half time 
institutions schools. Many give 
limited voluntary service such institu- 
tions. The average otologist, therefore, 
more concerned with his practice and 
primarily interested diagnosis and 
treatment. can alleviate cure the 
cause the deafness, attempts 
so. the hearing loss irreversible, 
may may not capable following 
through with the proper advice the 
patient. The busy otologist 
tices his specialty should prac- 
ticed one who performs those duties 
for which particularly fitted and 
refers his patient qualified clinical 
audiologist for those services which the 
audiologist can render best. appear 
show partiality for the audiologist, 
deafened patients who have been given 
the “run around” the management 
their problem. The otologist generally 
date medical and surgical 
therapy but fails keep with mod- 
ern developments the rehabilitation 
the deafened. Herein, believe, lies 
the crux the situation 
audiology and the clinical 

Now that have enumerated our 
qualifications where both fit 
the over-all picture audiology, the 
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next question is, can these spe- 
cial talents integrated for the greater 
benefit the the otologist 
fails interest himself anything be- 
yond the diagnosis and treatment 
deafness, leaves himself open crit- 
ical action. doing so, creates op- 
portunity for the development spuri- 
ous clinics usually directed 
trepid entrepreneur. For this reason 
alone, the real hope for the proper care 
the deafened lies the establishment 
rehabilitation centers supported 
private public funds. 

Someone with the necessary special 
qualifications for this job will have 
appointed take over these centers. 
Who will be—an otologist au- 
the center small, requir- 
ing limited amount time, believe 
that qualified otologist could manage 
efficiently. the other hand, rehabilita- 
tion centers with large personnel re- 
quire full-time director educated 
all phases audiology. this full- 
time job, there are, opinion, very 
few otologists who are prepared for it; 
but one does meet the requirements, 
there reason why should not 
take over, There are, however, more 
doctors audiology who are more suit- 
for the over-all direction such 
center. see reason enter into any 
controversy over the matter. The posi- 
tion director should depend entirely 
upon qualifications. 


otologists leave this continually 
growing and articulate group clinical 
audiologists themselves, without co- 
operation guidance, they will their 
own way. For many years they have 
begged our cooperation and help. You 
can count fingers the otologists 
the past who pioneered such co- 
operation. Doctors Phillips, Fowler, Sr., 
Berry, Walker, Newhart, Hayden, 
Shambaugh, Sr., and Goldstein, are the 
names that come quickly mind. 
there larger younger 


group who are now working intimately 
with audiologists. mention 
cause these otologists have shown what 
cooperation can accomplish. 
not cooperate, afraid the patient 
will turn elsewhere for the satisfaction 
did not receive from the otologist. 

the otologist fulfills his obligations 
getting together with the audiolo- 
gist, the patient will certainly have re- 
ceived the finest kind service and will 
quishing the relationship between doctor 
and patient. definitely implying, 
however, that are hold this re- 
spected position, must render the 
kind service the patient can appre- 
ciate and grateful for. really 
obligation our patient. 

The question asked was, “What 

should the clinical otologist about 
audiology?” summarize follows: 
The research audiologist should 
intimate associate the otolo- 
gist and should welcomed into our 
special societies. should encour- 
age, support and conduct researches 
together which will bring mutual 
benefits. 
The clinical otologist must learn that 
his service does not end with the di- 
agnosis. There more education 
and rehabilitation the deafened 
than knows about. should 
learn how competent the clinical au- 
diologist really and join with him 
helping the patient adjust him- 
self his environmental 


Meltzer’s presentation will car- 
ried over next year’s program. 

Dr. Lierle has just completed new 
film constructed for the elementary 
teaching the undergraduate student. 
Some you have seen it. have asked 
him show this room soon 
this meeting adjourns. 

(This meeting adjourned sine die 
noon. 
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HOME STUDY COURSES 
The Home Study Courses, sponsored the Academy, have had wide 
recognition important adjunct the postgraduate training oph- 
thalmologists and otolaryngologists. They are recommended the Amer- 
ican Boards their candidates and are used conjunction with most 
residency training programs. Many clinicians find them valuable for 
review the basic sciences guide for organized reading pro- 
gram, The extent which the Courses have been utilized indicated 
the following record registrations since their inception 1940: 
Ophthalmology Otolaryngology Total 
1940-1941 301 114 415 
1941-1942 238 117 355 
1942-1943 163 244 
1943-1944 126 200 
1945-1946 290 112 402 
1946-1947 353 191 
1947-1948 436 220 656 
317 184 501 
244 117 361 
1951-1952 301 130 431 
TOTALS 3,319 1,654 
should completed before August for the 1952-1953 
Courses which will begin September Detailed information and ap- 
plication forms may secured from Dr. William Benedict, Executive 
Secretary-Treasurer the Academy, 100 First Avenue Building, Roches- 
ter, Minnesota, 
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TEACHERS’ SECTION OPHTHALMOLOGY 
October 14, 1951 


Symposium: Undergraduate Instruction Ophthalmology 


The Program the University 
California Medical School 


M.D. 
SAN FRANCISCO, CALIF. 


most medical schools the time 
devoted instruction ophthalmology 
the University California Medical 
School during the undergraduate 
limited, 

During the second the students 
receive three one-hour lectures. These 
lectures review the anatomy the eye 
and cover the examination the eye 
part the physical examination 
and disease and trauma. 

the third year there are three di- 
dactic lectures the infections the 
eye and the trauma the eye. These are 
followed the demonstration small 
sections, over period eight hours, 
cases infection and trauma. These 
demonstrations are held the San 
Francisco Hospital which the Mis- 
sion Emergency Hospital attached. 
This assures ample supply trau- 
matic cases. During this year each stu- 
dent spends eight hours the wards 
working eye cases and another two 
hours discussing these cases with the 
staff resident. 

the fourth year there are eight 
didactic lectures given the class 
whole. These cover ophthalmology 
broad sense with special emphasis 
medicine. addition, the class divid- 
into small groups, and each group 
spends twenty hours the clinic. Here 
there demonstration patients aug- 
mented projection kodachromes 


external diseases and fundus lesions. 
These hours are divided among the staff 
that each the men has the respon- 
sibility covering certain phases 
ophthalmology, During this time each 
student spends approximately 
eight hours the wards working 
surgical cases and following them the 
operating 

Thus each student spends approxi- 
mately hours his time medical 
school ophthalmology. quite ob- 
vious that this time impossible 
make ophthalmologists them, but cer- 
tain things can The dif- 
ferential diagnosis red eye and its 
possibilities relation the individ- 
sight are stressed, Special emphasis 
acute glaucoma and iritis. 

Considerable time spent perime- 
try. The proper technic and the inter- 
pretation the findings are discussed. 

During the third and fourth years 
the work the wards the hospitals 
ophthalmoscopy receives good deal 
attention, The proper use the oph- 
thalmoscope together with the proper 
adjustment the light stressed. 
attempt made develop the stu- 
dent definite routine ophthalmos- 
copy. both the hospital and the clin- 
ic, whenever possible, the more com- 
mon types retinopathies are demon- 
strated. Where the patients are not 
available, fundus photographs are used 
the instruction. the San Francisco 
Hospital there wealth ophthalmo- 
scopic material and the students, when 
working new medical case, are 
encouraged contact the eye resident 
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help them with their examination 
the abnormal 

During the last few one member 
the staff has become interested 
found that hour’s discussion the 
findings pediatric cases, including 
short discussion retrolental fibro- 
plasia, has been interest the stu- 

While muscle anomalies are gen- 
eral beyond the scope undergraduate 
teaching, some discussion the condi- 
tions resulting from motor anomalies 
can made interesting and help the 
student least general way un- 
derstand the muscle problems. 
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The Program Columbia 
University College Physicians 
and Surgeons 


M.D. 
NEW YORK, 


Columbia University the under- 
instruction This 
teaching done largely during the third 
year, although the second one 
lecture applied anatomy and prelim- 
inary instruction the use the oph- 
thalmoscope are given. Twelve formal 
lectures the entire class serve in- 
troduce them ophthalmology. These 


SUMMARY UNDERGRADUATE INSTRUCTION OPHTHALMOLOGY 
THE UNIVERSITY CALIFORNIA 


Three one-hour lectures review the anatomy the eve and ex- 
amination the eye part physical examination hours 


Third year 


Lectures infection and trauma 


Demonstration trauma and infection 


Working eye cases wards 


cases with eye resident 


Fourth year 
Didactic lectures 
Work the Clinic 


hours 
hours 
hours 
hours hours 


hours 
hours 


Working new cases and following them surgery hours hours 


There one glaring fault the pres- 
ent system teaching. The eight didac- 
tic lectures are given the end the 
fourth vear that most the class has 
completed its work the clinic before 
having had the didactic lectures. The 
curriculum committee present con- 
sidering the possibility having these 
lectures given during the third 

One observation warrants considera- 
tion: since the undergraduate teaching 
ophthalmology has been better organ- 
ized and the students have been given 
more attention, there have been applica- 
tions for the residency ophthalmology 
from the top-ranking men the class. 


talks cover anatomy, physiology, histol- 
ogy, pathology, neurology and medical 
ophthalmology, external diseases, cata- 
aract and glaucoma. The clinical instruc- 
students for three-hour sessions. 
During this period the field ophthal- 
mology covered systematic man- 
ner. Each subject first outlined the 
student and then illustrative cases are 
presented for them examine and di- 
agnose. the completion this fort- 
night clinical work they are given 
oral quiz, the object which twofold. 
First, aids assessing the type in- 
struction have received and, sec- 
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ond, stimulates them read more 
carefully their assignments. The clinical 
teaching done various members 
the department while the quiz session 
conducted the executive officer the 
department. One afternoon the clin- 
ical period devoted 
mology, which time they are shown 
illustrative cases the wards the 
Neurological Institute. The students are 
graded their clinical work, the oral 
quiz and written examination given 
the end the trimester. These three 
marks are used determine their final 
grade ophthalmology. With the lim- 
ited number hours allotted our spe- 
cialty, chief emphasis placed upon the 
ophthalmological manifestations gen- 
eral disease and upon the diagnosis and 
treatment important ocular condi- 
tions with which the general physician 
may confronted, make at- 
tempt teach refraction, only outlin- 
ing them the symptoms which they 
may reasonably expect relieved 
the use short, endeavor 
portray interesting manner the 
subject ophthalmology not spe- 
cialty but necessary part every 
physician’s education. 


The Program Harvard Medical 
School 


M.D. 
BOSTON, MASS. 


Harvard Medical School, are 
fortunate having the cooperation 
other departments teaching certain 
parts ophthalmology the medical 
students. 


the first vear, the Department 
Anatomy asks give two one-hour 
lectures the anatomy and embryology 
the eye. also collaborate with the 
Department Physiology giving one 
course, 
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the second year, give two ex- 
ercises ocular pathology the path- 
ology course. the latter half the 
second year, the class divided into 
three sections and each section given 
hour and half demonstration the 
use the ophthalmoscope. this exer- 
cise each student taught how iden- 
tify normal structures the fundus, 
attempt made demonstrate path- 
ologic fundi. also give one lecture 
the whole second year class the 
relation the eye general disease 
order orient them they begin their 
course physical diagnosis. 


The bulk the teaching comes the 
third year. Here the class divided into 
sections eight men each. Each section 
comes the Massachusetts Eye and 
Ear Infirmary every morning for two 
weeks, During these sessions instruc- 
tor constantly charge and his 
responsibility demonstrate the com- 
mon ophthalmologic conditions using 
patients from the Eye Clinic. The stu- 
dents are the use 
diagnostic instruments and are instruct- 
ophthalmoscopy, perimetry, taking 
lar Only very brief time 
spent tonometry and the use the 
slit lamp. attempt made teach 
copy. After the first two three exer- 
cises, the students are assigned patients 
ginning more stress laid upon the 
curate description what seen than 
upon the correct diagnosis, The case 
then discussed before the whole group 
from the standpoint differential diag- 
nosis and the relation the particular 
condition general medicine empha- 
sized, not, rule, allow stu- 
dents observe major ocular surgery 
because not enough time available. 
They are, however, shown the technic 
removing foreign bodies 
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cornea and lids, and the incision 
stves and chalazia. the final day 
they take written and practical exam- 
ination, 


Apart from this clinical instruction, 
are allowed six didactic lectures, 
which are given the third year class 
whole the Medical Un- 
fortunately, these lectures come the 
very end the year. Obviously, 
impossible cover the whole field 
ophthalmology, only those important 
eye diseases met with general prac- 


tice are 


quired course but offer elective 
all-day course one month’s duration. 
Usually three six students take this 
course each year. the mornings, they 
are assigned the Eye Clinic ob- 
serve cases with the Clinic Chief and 
more familiar with perimetry 
and tonometry. the afternoons, they 
assist the residents admitting patients 
the house and follow 
opsies and enucleated eyes the path- 
rounds with the Chief Surgeon, observe 
operations, and attend all clinical and 
pathologic conferences. Some their 
time spent the refraction depart- 
ment, where the elements refraction 
and retinoscopy are taught, and the 
clinic, where they have op- 
portunity study disturbances ocu- 
lar motility. 


Comments 


Graduate School Medicine 
Pennsylvania 
PHILADELPHIA, PA, 


the only member this group 
connected wholly with graduate teach- 
ing, there are three comments which 
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can make relative the undergraduate 
teaching ophthalmology. 


Students entering the graduate 
school medicine from the various 
medical schools throughout the country 
show remarkable lack uniformity 
the amount undergraduate 
teaching they have received ophthal- 
mology, Only per cent the students 
have fair knowledge the use the 
ophthalmoscope, and very per- 
centage students are acquainted with 
the slit lamp and the perimeter. These 
students continue with the use the 
ophthalmoscope, remarkable degree, 
throughout their internship. This may 
come interested ophthalmology prior 
the time their internship. 
Equally significant the 
“knowing the ophthalmoscope they con- 
tinue its There doubt that 
early acquaintanceship with the oph- 


Clinics ophthalmology seem 
fairly common practice for the un- 
dergraduates, but appears that these 
are considered secondary importance 
when compared set group didac- 
tic lectures this being the opinion 
both students and believe this 
lectures are necessary 
(at least some) but that well-directed 
clinical sessions are much more impor- 
tant regardless the student’s later 
plans. 


graduate teaching the basic 
sciences ophthalmology the reverse 
this more important. Residencies 
precepteeships have happily become 
necessary that the major portion 
the clinical work can properly de- 
ferred until the start that residency, 
thereby giving the student (graduate 
much fuller knowledge the 
basic sciences his specialty. 
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The Program the University 


Oregon Medical School 


KENNETH Swan, M.D. 
PORTLAND, ORE. 


Teaching Objectives 


provide students with enough 
general knowledge the common 
and serious diseases the eve, ad- 
nexa, and orbit advise patients 
properly concerning need for oph- 
thalmologic care. 

make students aware the im- 
portance ocular manifestations 
systemic diseases and the relation- 
ship ophthalmology general 
medicine. 

qualify the student for proper 
emergency care eye conditions 
which might face general 
practice. 

ensure proper technic exam- 
ination the eye and its adnexa 
the conduct routine general 
physical examination, Emphasis 
placed the use hand ophthal- 
moscope; however, 
ophthalmoscope are demonstrated 
that the student will aware that 
there are instruments and technics 
which permit study the eye 
more refined manner. 

acquaint students with the nature 
good ophthalmologic practice 
that they may give ophthalmology 
proper consideration future ca- 
reer and can determine who may 
good ophthalmic consultant. 

give the student understand- 
ing some the special problems 
faced patients with severe visual 
handicaps. 


Teaching Methods 


Lectures 

Didactic lectures ophthalmic 
subjects are presented throughout 
the four-year curriculum. Under- 
graduate teaching anatomy, em- 
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bryology, neurology 
conducted the basic science de- 
partments, with some guest lectures 
presented members the oph- 
thalmology faculty. Guest lectures 
are also presented courses con- 
ducted clinical departments other 
than ophthalmology. These include 
physical diagnosis, neurology, and 
pediatrics. the junior year series 
lectures conducted the oph- 
thalmology department. This series 
covers diseases the eye ana- 
tomic basis, diseases the choroid, 
lens, the senior year addi- 
tional course eleven lectures 
given with emphasis the relation- 
ship ophthalmology general 
teach surgery, but the use mo- 
tion pictures, the students are given 
understanding the nature 
surgery. Nearly five hundred 
slides are used illustrate the un- 
dergraduate lectures, 


Laboratory Teaching 

Laboratory hours the basic sci- 
ences related ophthalmology are 
given four departments. Decision 
the material taught made 
the basic science departments, but 
these departments have sought ad- 
vice from the ophthalmology staff 
that their teaching can serve 
basis for later clinical work, Inter- 
departmental conferences have been 
particularly important teaching 
the students consistent terminology. 
During the course the senior year 
each student participates one clin- 
ical-pathological conference conduct- 
the John Weeks Memorial 
Laboratory Ophthalmology. 
Demonstrations 

Demonstrations are 
groups three five senior stu- 
dents. addition showing eye 
patients and teaching the use the 
hand ophthalmoscope, 


ee 
P 
j | 
= 
I 
» 


TRANSACTIONS 


ized instruments used ophthalmol- 
ogy are demonstrated give the stu- 
dent understanding how these 
instruments might used help 
him consultations concerning cer- 
tain general diseases. attempt 
made teach the student the tech- 
nic using this equipment. Also 
demonstrated are technics apply- 
ing bandages, removing conjunctival 
foreign bodies, and other such sim- 
ple emergency procedures might 
required general practice. 
Clinics 

Each senior student spends seven 
two-hour periods working the eye 
clinic. There are few students who 
are qualified conduct and record 
adequate history and examine pa- 
tients with serious eye pathology; 
however, all students are given some 
responsibility for care patients 
assisting the resident staff with their 
Usually two stu- 
dents work with one 
Hospital Ward Walks 

senior student spends seven 
two-hour periods studying fundi 
patients the medical and neuro- 
logic services. Ninety minutes are 
devoted examination patients 
and thirty minutes oral quizzes 
and discussions members the 
ophthalmology faculty. Five seven 
students are assigned 
structor, assistant resident lo- 
cates the patients and dilates their 
pupils prior the class. 
Surgery 

students permitted but 
quired, Short motion pictures 
strabismus, glaucoma, and cataract 
surgery are presented during the lec- 
ture period provide the students 
with some understanding the na- 
ture ophthalmic surgery. 
Classes 
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senior students with special interest 
ophthalmology take extra work 
the eye clinic, participate staff 
conferences and observe surgery. 
This elective work, with without 
credit, provides opportunity for 
students evaluate ophthalmology 
portunity for the faculty recog- 
nize and encourage students who 
demonstrate 
tions for this specialty. 


Student Assistantships 

For many years our faculty has 
selected from the freshman and 
sophomore classes few outstanding 
students appointed part-time 
positions the basic science depart- 
ments. These students, entitled As- 
sistants, have participated 
teaching and research program 
members departmental staffs. 
Most these students have spent 
five years completing the usual four- 
vear curriculum but have been re- 
warded additional educational 
opportunities and the salaries which 
these positions have made available 
Many have been encouraged 
continue careers medical edu- 
Most the others have been 
outstanding private practice. Our 
faculty feels that these student as- 
sistantships offer the exceptional 
student opportunity broaden 
his education beyond that the reg- 
ular medical school curriculum and 
thereby become better doctor. 
1946 student research Assistant- 
ship ophthalmology was made 
possible donation $5,000 
from Dr. Frank Ralston, prac- 
ticing ophthalmologist. This fund, 
which has been doubled donations 
from other physicians, earns nearly 
four hundred dollars Each 
vear, this sum paid honorari- 
assist the laboratory phases re- 
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search glaucoma. The Frank 
Ralston Assistantship has been made 
such outstanding phase our 
undergraduate program that addi- 
tional funds are being sought es- 
tablish two additional student assis- 
tantships, one ophthalmologic 
pathology and another ophthal- 
mologic bacteriology 


The Program Northwestern 
University Medical School 


Derrick M.D. 
CHICAGO, ILL. 


One the most instructive com- 
mittees which have had the priv- 
ilege serving was that this Acad- 
emy undergraduate teaching. The re- 
port this committee will found 
the TRANSACTIONS, November-Decem- 
ber, 1947, page 134. Perhaps vou have 
forgotten about it, urge all you 
look up, for the recommendations 
contains have been great value 
personally Northwestern and 
have tried follow them our courses 
the undergraduate. can attest 
the soundness the plan, can also say 
frankly that there have been some dif- 
ficulties encountered trying ap- 
proach the ideal. But the underlying 
philosophy has always been that try- 
ing instill interest ophthalmol- 
ogy and its practical use general prac- 
tice. the present have failed 
for number reasons getting 
across what mind the most im- 
portant part our teaching, and this 
ophthalmoscopy. This year, however, 
the schedule has been changed, thanks 
reorganization the Clinics, etc., 
Northwestern and confident 
that our department will better able 
put across the teaching more 
stimulating fashion. 

The 135 Juniors class are given 
one-hour lectures during the winter 
quarter. Emphasis these lectures 
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placed anatomy and physiology, con- 
junctivitis, uveitis, glaucoma, ophthal- 
moscopy and neuro-ophthalmology. This 
lecture course unchanged from that 
the past. addition, the entire class 
will meet the Cook County Hospital 
for one hour week during the fall 
ods). Here patients will shown, lec- 
ture points emphasized, audiovisual 
methods employed, and quizzes freely 


The new and, me, the most excit- 
ing opportunity that afforded 
hour section men) work the 
wards each week for six eight pe- 
riods. Five hospitals Chicago affiliated 
with Northwestern will used concur- 
rently for this work, under the various 
faculty members the department 
their respective hospitals, Heavy em- 
phasis will placed ophthalmos- 
copy. Each Junior student required 
own ophthalmoscope and will 
taught its instrumentation. Every ef- 
fort will made gather suitable clin- 
ical material together the wards, This 
clinical bedside teaching comes after the 
didactic lectures and will utilized 
the best advantage tying the didac- 
tic information, particularly ophthalmos- 
copy. hoped, therefore, that every 
student will have learned enough prac- 
tical ophthalmoscopy stimulated 
pursuing this interest for the rest his 
professional life. 

the Senior sections three 
students daily for two weeks are as- 
signed the out-patient department for 
three four hours day, throughout 
the looking forward the 
stimulus our faculty members the 
opportunity thus afforded better 
teaching. The students see new patients 
and are responsible for their work-up, 
with the desirable point view that 
the student the physician and 
the attending faculty member the con- 
sultant, rather than the student being 
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merely how tiring 
that is. 

believe that this plan for undergrad- 
uate teaching for the first time North- 
ideals set forth the committee’s re- 
port and will stir the enthusiasm and 
teaching vigor our department 
exciting pitch. 


The Program Washington 
University School Medicine 


Post, M.D. 
ST. LOUIS, MO. 


The program Washington Univer- 
sity shown the following out- 
line: 


Freshman Year 

Two one-hour lectures the course 
neurophysiology the eve and vis- 
ual tracts the eye. 

Three hours experiments includ- 
ing optics, color vision, 

lecture and two hours 
laboratory the anatomy 
pathology the eye. 


Sophomore Year 

Three hours demonstration and 
lectures physical diagnosis. The ses- 
cover the construction, principles, 
and use the ophthalmoscope, the nor- 
mal fundus, and common fundus path- 


lecture and two hours 
laboratory the pathology the eve. 


Junior Year 

total twelve hours didactic 
tures, These lectures cover the most im- 
portant phases clinical ophthalmology 
the undergraduate level. 
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Senior Year 

total twenty-two hours clin- 
ical instruction and demonstration 
the out-patient Small groups 
four five students spend five after- 
noons for two weeks the 
ogy out-patient clinic, where they are 
given diagnostic technics 
and methods. They work the patients 
for demonstration and one two-hour pe- 
riod spent observing surgery the 
operating room. 

Except the fourth year, the lec- 
tures and laboratory work are given 
the class The textbooks rec- 
ommended are Textbook 
Ophthalmology” Francis Adler 
and May’s the Eye.” 

the fourth full-time elec- 
tive for six weeks offered. Not more 
than one student time participates 
this work. serves clinical as- 
sistant the Department and takes lec- 
tures and attends demonstrations given 
the graduate students ophthalmol- 
ogy. 

All courses are compulsory except the 
elective just described. 

believe that this presents ade- 
quate program for undergraduate stu- 
dents for whom think that the im- 
portant elements stress are the rela- 
tionships ophthalmology and general 
medicine and the giving good un- 
derstanding the commoner diseases 
the eye. 


SUMMARY UNDERGRADUATE INSTRUCTION 
IN OPHTHALMOLOGY AT 
UNIVERSITY 


NO. OF 
HOURS YEAR 
Lectures and 
demonstrations Freshman 
Sophomore 
Junior 
Laboratory Freshman 
Sophomore 
Out-patient clinic Senior 
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INTRODUCTORY STATEMENT 


anyone the field Industrial Medi- 
cine has thought through the 
cally sound and simple form, Holland 
Whitney, M.D., who first appeared 
industrial medical scene Director 
the Sperry Gyroscope Company during the 
war. Doctor Whitney did magnificent job 
and one which has become pattern many 
industries. now with the New Jersey 
Telephone Company and again doing 
job. has always been problem 
sent (in this ophthal- 
mologists) the over-all industrial 
ture such way interest them and 
have that picture the way eye 
done just this 

always important get viewpoints 
ophthalmologists working with indus- 
tries, especially those ophthalmologists who 
have varying attitudes toward industrial eye 
include this Doctor Vail’s paper, 
Railroad Industry.” 

Hepwic 
Secretary, Joint Committee 
Industrial Ophthalmology 


WHAT VISUAL PROGRAM 
MEANS EMPLOYEE, 
MANAGEMENT AND THE 
COMMUNITY 


M.D. 
NEWARK, 
BY INVITATION 
performance has direct in- 
fluence the health, the safety and the 
efficiency the worker. stated that 
per cent all impressions come 
the worker through his eyes. They are 
the only tools which every individual 
must use, regardless his specific job 
undertaking. appropriate, there- 


Medical Director, New Jersey Telephone Co. 


Presented at Conference on Occupational Vision, 


Rutgers University, Nov. 1, 1951 


INDUSTRIAL OPHTHALMOLOGY 


525 


fore, that industry should give consid- 
eration the proper utilization and 
conservation this important sense 
seeing. vision program designed 
meet the needs particular industrial 
the management and the com- 
munity. 

Modern management recognizes man- 
power its most important asset. In- 
dustrial health programs 
developed serve employees and there- 
assist management the most effec- 
tive use that asset. There now 
available considerable amount evi- 
dence indicate that careful considera- 
tion vision important factor 
well-balanced program industrial 
health. 

Visual performance lends 
mirably improved utilization 
manpower because can measured, 
and large percentage those with 
done about it. Furthermore, study 
the various jobs any industrial or- 
ganization reveals that the 
quirements for 
round pegs into round holes, and con- 
trast many other human characteris- 
tics, where the peg tends square, 
many instances can reshaped. 


Medicine found its way into industry 
with the advent the compensation 
laws the various states, beginning 
about Employers soon found that 
the expense caring for the injured 
employee could reduced materially 
early treatment. Not only did 
duce the direct expense medical and 
hospital care, but reduced the amount 
time lost from production. There has 
been very steady growth and develop- 
ment this early concept until the 
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present time. The emphasis has now 
shifted quite properly accident pre- 
vention and health maintenance. Both 
World War and World War proved 
catalysts this advance. The mag- 
nitude and urgency World War II, 
with its unprecedented demands pro- 
duction, resulted the absolute necessi- 
for keeping many employees the 
job for the maximum amount time, 
and the best possible state effi- 
ciency, Machine maintenance indus- 
try has long been considered vital 
function the continued success the 
nance, and the gradual recognition that 
least equally important the 
productive welfare the organization. 

Broadly stated, the objective 
industrial health program keep em- 
the job the best state 
health and efficiency possible. There 
conflict here between emplovee and 
employer, because invariably true 
that what best for the employee also 
the best interest the 
not assigned purpose describe 
all the various which this 
objective attained. However, among 
others, preplacement examinations, pe- 
health examinations, and accident 
prevention occupy place high pri- 
Now let consider how vision 
related each these three technics. 


the early industrial medi- 
cine preplacement examination was 
accomplished few brief minutes. 
usually placed emphasis the condi- 
tion the heart and the presence ab- 
sence The more modern con- 
cept this procedure calls for ap- 
praisal the physical and mental capa- 
cities the applicant and matches this 
information against the analysis job 
demands. 
largely from experience during the man- 
power shortage the last war, when 
was demonstrated that many individuals 
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who were formerly considered unem- 
are actually capable first rate 
performance provided they are given 
jobs which are suited their individual 
abilities. The medical recommendation 
regarding placement then integrated 
with the judgment and final decision 
the personnel office and the operating 
department. 


Although the Snellen test distance 
vision has proved useful for medical- 
legal purposes and gives fairly accurate 
information regarding visual acuity 
distance, falls short the goal for 
least two reasons: (1) provides data 
single visual function only, and 
(2) usually applied visual 
standard for the proposed job that 
arrived arbitrarily. Since analysis 
visual skills can obtained quickly 
and easily visual performance test- 
ing instrument and this information can 
matched against objectively deter- 
mined visual requirements the job, 
careful attention this phase the ex- 
amination proves significant re- 
finement placement technic. 


Periodic health examinations are also 
basic tool the human conservation 
effort. Medical authorities have long 
recommended periodic health appraisal 
the family physician public that 
apparently not yet fully aware the 
benefits resulting therefrom. Regular 
dental check-up more readily accept- 
ed, perhaps because the dread 
toothache because this important 
phase health conservation lends itself 
more readily commercial advertising. 
However, periodic health examinations 
industry voluntary basis help 
overcome the inertia resistance 
considerable segment our population. 
this means often possible de- 
tect early deviations from normal which 
have not yet resulted 
subjective symptoms. such cases ear- 
treatment the private physician 
frequently prevents needless pain and 
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suffering and avoids unnecessary eco- 
nomic loss both the employee and the 
The objective assist the 
maintaining those capacities 
and skills possessed when entered the 
industry. Periodic appraisal the visual 
performance important feature 
such examinations, and this identifies 
changes vision which are known 
occur gradually with advancing age. 


The irrevocable waste human re- 
sources preventable injuries na- 
tional tragedy. Statistics which develop 
this point are readily available and this 
subject will receive more attention 
speakers who follow. Industry con- 
cerned about accidents because their 
cost human resources and insurance 
dollars. The National Society for the 
Prevention Blindness and the New 
Jersey State Commission for the Blind 
have been carrying effective pro- 
gram for many years eliminate, 
least reduce, those accidents which de- 
stroy impair vision. the State 
New Jersey today there are about 6,000 
per cent this blindness might have 
been prevented. Employees engaged 
any work which exposes them 
eye hazards require eye protection, 
and those who have been responsible for 
enforcing the use safety glasses know 
that protection not accepted 
those who need corrective lenses unless 
that correction incorporated the 
safcty glasses. test visual perform- 
ance frequently identifies employees 
who need correction, need that had 
not been previously realized. Properly 
prescribed and fitted safety glasses will 
almost entirely eliminate eye accidents. 
But also by-product this activity 
find that better vision for the job 
reduces the frequency all kinds 
accidents. 

The premise is, therefore, that visual 
performance important human as- 
set which deserves careful consideration 


least three phases industrial 
health activity; namely, job placement, 
health maintenance, and 
vention. such consideration everyone 
profits, the employee, the management, 
and the community. experience 
two large industries during the past 
eight, years would seem support this 
contention. 

The first these companies en- 
gaged the development 
tion precision instruments. During 
the war was necessary expand rap- 
idly, and large numbers people, most- 
women without previous industrial 
experience, were hired. Our attention 
was first directed the problem vis- 
ual performance because was becom- 
ing increasingly difficult teach inex- 
perienced employees 
calibration job. average one out 
every four girls, given three weeks 
intensive training, was unable pro- 
duce satisfactorily either quantity 
quality, All assigned had 
passed preplacement medical examina- 
tion, including Snellen test for visual 
acuity. Interviews employment and 
testing for intelligence, manual dexteri- 
ty, indicated that the applicants as- 
signed satisfactory 
scores. Further investigation the job 
itself showed that satisfactory perform- 
ance required special visual skill near 
point. visual job profile was developed 
studying all operators the job, and 
only those applicants whose vision met 
this standard were assigned this job. 
this refinement placement, fail- 
ures were reduced from per cent 
less than per cent. The principles il- 
lustrated this experience were found 
applicable many other jobs 
this industry, where vision critical 
factor nearly all 


received 


More recently present indus- 
trial position, records have been kept 
1,500 applicants who have been ex- 
amined during the past five months. 
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these applicants are 
years age less. Ninety per cent 
them were found meet the visual 
standards for the proposed job, but 
per cent did not and were advised 
have their examined spe- 
cialist their own choosing and return 
for re-examination, About per cent 
the group advised did return after 


eye examination, and these, 


per cent were then found meet the 

Despite the fact that this country en- 
jovs the highest health standards the 
world today, there are 
through ignorance neglect, not re- 
ceive adequate eye has been esti- 
mated that per cent our population 
would benefit from eve care that they 
have not sought. Selective service sta- 
tistics give credence this estimate. 
Obviously, the exact figure 
with the economic and social level the 
community, just the visual demands 
one industry will vary from another. 

Because the high incidence vis- 
ual inadequacy found among older em- 
ployees the time periodic examina- 
tion the first mentioned industry, 300 
machine operators who were 
age over were given complete eye 
examination. Nearly all these men 
had been associated with this company 
for many years and were highly skilled. 
Their work consisted “machining 
inch. The older age group was selected 
deliberately order study those em- 
plovees who were the 
age group. The results seemed 
significant, this group had never 
had previous eye examination. Fifty- 
two these 68, per cent, needed 
correction for the job they were doing. 
Sixteen, per cent, did not require 
eve 

the 232 who had been previously 
examined, all were wearing glasses. Six- 
per cent, 149, required 
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change their prescription. Thirty-six 
per cent were found adequately 
corrected, The time between profession- 
examinations among the 232 who 
were wearing glasses ranged from one 
month years, The average time be- 
tween examinations was two and one- 
half years, even though these men were 
doing work which required critical vi- 
sion. Ten per cent the group had not 
been examined five years. 

Preliminary studies made several 
hundred employees the various de- 
partments the Telephone Company 
clearly that extension this service 
all on-force employ ees would de- 
Accordingly, the vision screen- 
ing test was made available volun- 
tary basis the entire company. Ap- 
proximately 15,000 
pated. Testing was done trained 
operators the work location, and all 
results were forwarded the medical 
department for interpretation. The es- 
tablished job standard did not require 
visual performance high might 
true many industries. 
fact, when the results were analyzed, 
about per cent 1,500 
were found need complete eye ex- 
amination. They were advised let- 
ter from the medical director, and was 
suggested that they seek eye exam- 
ination doctor their own choice. 
Final tabulation follow-up studies 
not yet complete, but preliminary ob- 
servations indicate that large majority 
this referred group was need 
refraction other definite eve care. 
case did the result the screening 
test subsequent eye examination have 
any influence the employee’s job as- 
signment security. 

From these two experiences related 
above seems safe generalize that 
considerable segment our industrial 
population need eye care, need 
which not recognized until some defi- 
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nite symptoms develop that the average 
worker can associate with defective vi- 
sion. Periodic examination the em- 
vision will identify many who 
need eye care, 

Numerous studies have been made 
which demonstrate the relationship be- 
tween visual efficiency and safety, both 
regards accidents generally and acci- 
the eyes. the manufactur- 
ing company previously referred to, 
result rapid expansion with un- 
workers who had 
factory experience, the accident 
quency and severity went sharply. 
months after the institution 
eye protection program part 
over-all safety effort, the accident 
frequency was reduced per cent 
and the severity rate per cent. The 
loss ratio for compensation insurance 
was reduced from per cent. 
(ver period two years, pairs 
safety glasses were exhibit that had 
prevented serious eve injury. The in- 
cidence “eye cases” treated the 
plant hospital for foreign bodies, minor 
lecerations, splashes, was reduced 
more than per cent. Although 
impossible estimate the effect im- 
proved visual efficiency the over-all 
accident rate, was surely one the 
major factors the improved accident 
record mentioned above. 


the plant department the Tele- 
phone Company, study was made 
determine there was any direct rela- 
tion between visual efficiency and acci- 
dents. Seventy-nine installers 
pairmen who had had one more 
“personal injury” motor vehicle acci- 
dents during the last two years were 
watched with other men the same 
age and experience, and the same 
craft and district, who had had acci- 
dents. The former were put the “ac- 
cident group” and the latter the “ac- 
craft vision standard was 


uw 


these two groups, was learned that 
substantially more men the “accident 
group” failed one more tests the 
vision standard than did those the 
“accident-free group.” Three times 
many men the group” failed 
two more tests the vision standard 
than did the men the 
been reported from various other indus- 

The experiences and observations re- 
lated would seem substantiate our 
original premise that 
ance important human asset which 
deserves consideration job placement, 
health maintenance and 
vention, Many articles recording similar 
data have been published during the 
past five years personnel, trade, sci- 
entific and medical journals. 
gency the need for vision program 
given industry will vary with the 
nature the work and the average age 
and economic status the employee 
group. significant 
however, can obtained any indus- 
try the health, the safety and the per- 
formance the employees are used 
instruments 


management and the com- 
munity eye specialists are all concerned 
initially how such vision program 
industry will affect them. The em- 
ployees are anxious know what will 
happen them their vision found 
not one employee has ever lost his job 
this activity. The employee group 
and the labor representatives deserve 
and should have complete explanation 
the motives, methods, and anticipated 
results. soon apparent the em- 
ployees that visual efficiency has direct 
bearing the general level health, 
reduction fatigue resulting from eye 
strain, increased efficiency and greater 
safety. 
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Likewise, management must sold 
gram the industry. Unless the em- 
ployees are convinced, there will 
participants, but without the backing 
management, there are funds. Indus- 
trial management made prac- 
tical businessmen who are not primarily 
interested faney accumulation 
medical 
when the effects the vision program 
are explained the basis human 
maintenance, not too difficult es- 
tablish the effect training time, labor 
turnover, sickness and absence costs, re- 
duced spoilage and accident 

Improved vision must 
have effect the community gen- 
eral. can only speculate what bet- 
ter vision generally might reduce 
the appalling number accidents 
our highways. might even make pos- 
sible more equitable distribution 
chairs around the television set. Certain- 
the eye specialists the community 
are position benefit from in- 
dustrial program, not only the ac- 
tual cases sent out for eye examination, 
sometimes before too late, but also 
the resulting health education the 
families emplovees who 
fitted. 


so, one our famous orches- 
tra leaders would say, 
But before this offering ends 
industry, employees should care- 
fully explained them that the infor- 
mation obtained only test how 
not meant take 
the place regular complete exam- 
inations, nor does anyone pretend that 
instrument will detect 
pathologic condition the eves. And 
certainly tell definitely wheth- 
not person needs glasses. will, 
properly operated, determine with 


well see. 


statistics. 
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high accuracy the visual skills 
performance the one being tested. 
the instrument accepted and used 
the way was intended the manu- 
facturers, useful tool, but not 
black box which contains magic. 

Admittedly, there are many factors 
which influence the health level any 
business. claim made that vision 
program will cure, itself, all the mal- 
adies absenteeism, labor turnover, 
insurance costs the more complicated 
However, well conceived vision pro- 
gram properly integrated into the per- 
sonnel, safety and medical activities 
any industry has sufficient influence 
validate the effort. 


CONDITIONS AFFECTING 
VISUAL EFFICIENCY THE 
RAILROAD INDUSTRY 


Derrick M.D. 
CHICAGO, ILL. 


Tue railroad business represents 
cross section all industry. Its mate- 
rials for the most part are massive and 
resistant, and its manpower anatomic. 
From background experience with 
ocular conditions and injuries suffered 
the operating personnel railroads, 
shall discuss some the factors and 
ciency. 

Active railroading hazardous. Its 
job that moving people and things 
huge machines steel rails sun- 
shine and glare, twilight and darkness, 
fog, mist, sleet, rain, snow and wind. 
Movement and speed are its commodi- 
ties, and the greater the speed, the great- 
the demand its men and materials. 
small wonder, then, that injuries 
all parts the anatomy its active 
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workers are daily occurrences. The 
wonder that they are not more fre- 
quent and more mutilating 
than they are. This tribute the 
extensive and efficient safety measures 
adopted all railroads for the preven- 
tion accidents, the skill and train- 
ing the workers, and the skill and 
efficiency the medical and allied pro- 
fessions having with treatment 
these injuries. 

The visual requirements active 
railroading vary enormously, depending 
the individual job. Those whose work 
direct the propulsion the mas- 
sive trains today must have the high- 
est quality visual efficiency, whereas 
those who herd material, animals, and 
people into and out trains may safely 
have lower quality visual efficiency. 
army moves its stomach, rail- 
road may said move its eyes, 
even the miracle its movement 
guided steel rails and protected 
rights way. 

The visual efficiency individual 
depends first upon visibility, then upon 
the health his eyes, his distance and 
near visual acuity, the extent his 
fields vision, the range and coordina- 
tion his ocular motility which in- 
cludes his ability fuse the images 
his two eyes, his color vision, and his 
bodily reaction time the stimulus 
his sight. Thus condition that affects 
any one these factors reduces 
much one’s visual efficiency his job. 

the factors that enter into the com- 
posite whole known visual efficiency, 
the first the visibility. seen, 
body object must luminous. The 
factors that influence railroad visibility 
have already been touched upon. The 
human eye possesses two qualities 
vision, These are photopic vision 
light, and scotopic vision semi- 
darkness. The first the function the 
cones the retina. These are accumu- 
lated the macular region and consti- 


tute central vision. The latter 
function the rods, accumulated 
the periphery the retina, and con- 
stituting peripheral vision. 
sion inefficient darkness, peripheral 
vision less efficient light. The effi- 
ciency night vision decreases with 
age, illness, malnutrition, and long ex- 
posure This brings the mat- 
ter the health the eye that per- 
ceive the luminous objects. 

This second factor influencing the 
visual efficiency the railroad worker 
embraces the entire field ophthalmol- 
for the worker human being 
subject all the ills that gracious 
state. The general health the worker 
is, therefore, our consideration. 
Since the eve isa part of the body, dis- 
eases the latter often affect it. There 
need here discuss these condi- 
tions except give examples. well 
known, for instance, that diabetes and 
vascular hypertension often affect the 
retina hemorrhages, ischemia, exu- 
dates and edema. These lesions may 
peripheral the retina, affect the 
central vision, addition, early 
diabetes often produces refractive 
error, generally myopic, 
symptom, 

The third factor, distance and near 
visual acuity, one the most obvi- 
ous. Thanks the pre-employment and 
subsequent yearly examinations that are 
universally required, most railroad em- 
ployees who need glasses are uncovered, 
and the whole are satisfactorily re- 
these times, too, diseased 
conditions within the eye are discovered 
and either corrected possible, or, 
not, other disposition the employee 
made. 

The distance and near vision 
individual are affected age changes 
that are Lens 
sclerosis and opacification the lens 
nucleus are frequent concomitants 
age and are sometimes found pres- 
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ent the early fifties. these changes 
are vision distance can 
physiologic change, too, and unless cor- 
with quick and ac- 
curate reading dials, figures, 


rected interferes 

Here the important matter seniori- 
enters the argument. Since many 
the who arrive sufficient 
seniority service assigned the 
crack locomotives are past years 
age, seems likely that their lenses may 
particularly the nucleus 
the lens. this age, too, sclerosis the 
retinal found, and, 
associated with hypertension, the retina 
and optic nerves can Cere- 
bral changes well are often asso- 


engineers 


ciated with the ocular changes. They 
may memory and judgment. Work 
experience and know-how compensate 
for 
changes found within the eye, but more 
attention should paid the ocular 
changes age, particularly the en- 
than now customary. 


some measure 


The Armed Forces are now engaged 
many important studies revealing the 
effect speed visual efficiency, and 
are finding out more about 
this factor. recent article Colonel 
Victor Byrnes, the Air 
“Visual Problems Super- 
sonic Speeds” discusses many the 
affecting 
speeds, number which play part 
even the high speeds attained times 
trains, but suggest that study 
these factors applied land speeds 
instructive. 
should include the optical effect the 
slanting surfaces incident light, the 
effect vibration the eye, the re- 
stricting effect acceleration, and the 
parallax effect peripheral vision. 
know that visual acuity, rather, 
the rapidity visual perception, di- 
rectly related speed, for the higher 
the speed, the shorter the perspective 
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conditions 


would 
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vision; for example, miles 
hour vision limited 200 feet, Thus 
even the eyes elderly engineer 
are normal, quickness perception and 
reaction time enter the picture, and here 
course where over-all experience 
counts. 

The fourth factor that the visual 
fields. constricted field vision, even 
unilateral, will have some effect. 
bilateral and marked, the result can 
disastrous. syphilis, 
diabetes, diseases of the blood, and in- 
tracranial lesions all kinds may af- 
fect the peripheral and central fields— 
for example, homonymous hemianopsia. 
Infectious hemorrhages within the 
eye may hit the macula and produce 
central scotoma, Retinitis pigmentosa 
causes extensive peripheral contrac- 
tion. Toxic causes are seen to- 
amblyopia, methyl alcohol 
poisoning and other chemical injuries 
the structure within the eye, optic 
nerve, visual cortex. These are but 
few examples lesions that may affect 
the peripheral vision, important 
when are moving rapidly the cen- 
tral vision important for our 
visual acuity. 

The fifth factor that ocular mo- 
tility. strabismus may either con- 
vergent divergent, may con- 
stant intermittent. constant and 
long standing, diplopia rarely fac- 
tor, but intermittent paralytic, 
diplopia may persist. obvious, 
therefore, that our railroader, ef- 
ficient and safe, must not have signifi- 
cant ocular muscle imbalance. Binocular 
single vision implies perfect coordina- 
tion the two eyes permitting the indi- 
vidual judge depth and perspective. 
Retinal motion, ocular muscle coordina- 
tion, stereopsis, and 
nation vary together the flow per- 
ception speeds by, particularly below 
and the sides, more swiftly the near- 
er. Insinuate, therefore, any anomalous 
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factor into the coordination, and visual 
efficiency correspondingly drops. 


The sixth factor, color vision 
sense, obvious requirement for the 
recognition railroad color signals, 
necessary for safety. This has long been 
recognized and a defect in color vision 
the railroad who has rely 
colored lights and signals his work, 
sufficient disqualify him. 
tally colorblind individuals are easily 
spotted, but consider the hazard the 
employment worker who has sud- 
denly acquired color blindness, especial- 
for red and green, which early 
symptom toxic amblyopia optic 
neuritis. 


Finally, let consider briefly the ef- 
fect injury disease the cornea 
visual efficiency, The railroad worker 
particularly liable sustain injuries 
foreign bodies all sorts, often 
lumped together “cinders,” that strike 
his cornea and become embedded. Pro- 
tective goggles have been wonderful 
invention and are more and more used, 
but hundreds cases foreign bodies 
the cornea are daily occurrence 
throughout the railroad industry. Ev- 
ery time foreign body becomes em- 
bedded the cornea has two effects. 
The immediate one produces tearing 
and pain, which may acute that 
the worker momentarily and instinctive- 
forgets what doing. The other 
one remote. This the resultant scar 
formation, may trivial, may, 
situated the visual axis the 
cornea, result marked visual loss and 
permanent decrease visual effi- 
ciency. Diseases such superficial 
punctate keratitis, herpes zoster, ul- 
cers the cornea may also leave per- 
manent and disturbing scars. Burns, 
thermal, chemical, and actinic, likewise 
may lead corneal scarring that in- 
visual efficiency. 


SUMMARY 

Factors that influence the visual ef- 
ficiency the railroad worker are visi- 
bility, speed, general and ocular health, 
visual acuity, ocular motility, fusion, 
fields vision, and color sense. Ocular 
injuries and diseases, which the rail- 
road worker especially liable, affect- 
ing the cornea, are particles all 
kinds and sizes, chemicals various 
sorts, and virus and bacterial diseases 
the conjunctiva and cornea. 

With increasing age the eye shows 
many changes that affect visual acuity. 
The lens particularly susceptible and 
and more opaque. 
Diseases the blood vessels that are 
concomitant with age affect the retinal 
vessels and lead disturbances the 
fields vision, both peripheral and cen- 
tral. For these reasons engineers, par- 
ticularly those over 50, should have 
their eyes and visual efficiency investi- 
gated and evaluated frequent inter- 
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American Acidemy Ophthalmology and Otolaryngology 
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PALMER HOUSE 
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M.D 
Secretary for Ophthalmology 


Secretary for Instruction— Otolaryngology and Surgery 


The following condensed schedules 
instruction courses are reprinted for 
the convenience Fellows who have 
not yet placed orders for tickets. 

Courses already sold out are desig- 
nated the charts. Please not re- 
quest tickets for these courses. 


For complete listing course titles, 
instructors, and descriptive paragraphs 
about each subject, please refer the 
March-April issue the TRANSACTIONS 


General Instructions 


Only members who have paid their 
1952 dues may order instruction tickets 
advance the meeting. Members 
should order tickets only for their own 
use. Candidates for fellowship the 
Academy are not privileged reserve 
tickets advance. After the session 
opens, distinction between members, 
candidates and guests will made 
selling tickets. 

Each period hour) instruction 
costs $2.00. Orders unaccompanied 
properly executed checks will not 
filled. Checks should made payable 

case inability attend the meet- 
ing after order has been filled, refund 


will granted requested prior 
October 10. 


courses requested are not available 
and impossible substitute, re- 
fund will granted. Refunds will not 
sent mail. blue refund card will 
placed the Advance Registration 
which received the time 
registration. This should presented 
the Instruction Desk for payment. 

All orders for tickets will filled 
according postmark envelope con- 
taining check. Telegrams will 
honored. Previous October send 
orders 100 First Avenue Building, 
Rochester, Minnesota; after October 
mail orders direct to W. L. Benedict, 
M.D., c/o Palmer House, Chicago, 
Advance orders will not filled 
received after October 


Ordering Instruction Tickets 

individual course complete 
one (1) period. Most individual courses 
are repeated two three different 
days allowing the subscriber choose 
the day which wishes 

continuous course lasts two (2) 
more periods not pos- 
sible purchase ticket only part 
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the end this section printed Order 

colored sheet used when ordering soon advance order filled, 


tickets advance. Specify preferences listing the courses that have 
this sheet and mail the reserved for him, will mailed 
Careful attention instructions the subscriber. Please not ask 
will ensure the correct filling your re- courses after your order has 
quests. Since number tickets for each filled. The postcard merely 
course limited, sure list that your order 
and third preferences for each period filled; not necessary for registration 
case first preference already the Academy meeting. 
every case, effort will made 
furnish first choices. 


Claiming Instruction Tickets 

you are requesting registration tickets will sent through the 
the continuous courses, please specify mails. Members who have ordered in- 
preferences for individual courses course tickets will register 
substitutes order avoid disappoint- Advance Order Section the Reg- 
ment should the continuous courses Desk during the week the 
which you select sold out when your Convention secure registration badge, 
order received. tickets, and all convention material. 


KEY DESIGNATION PERIODS 


The periods will designated with the following key: Select tickets for 

Otolaryngology, periods Ophthalmology, afternoons, periods 4-5-6 
Period 456 456 456 
3:15 4:15 W-5 ......... 3:15 p.m.to 4:15 p.m. 
9:00 a.m. 10:00 a.m. 
10:15 a.m. 11:15 a.m. (Familiarity with this helpful 
11:30 a.m. 12:30 p.m. and will avoid confusion) 


CHANGES INSTRUCTION COURSE PROGRAM 

LISTED THE MARCH-APRIL 1952 TRANSACTIONS 

Dr. Wilfred Fry Philadelphia will give the lecture “Glaucoma Secondary 

Uveitis’ W-5 Course 33, replacing Dr. Bruce Fralick. 
Dr. King Gill will Course 426, Dr. William Gill, 
deceased, was deliver this lecture. 
the death Dr. Richard Scobee continuous course has been 
cancelled 
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PERIODS 
Fitting Ocular Prostheses W-5, W-6 
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All courses cost $2.00 for each period (one hour), Follow instructions explicitly and 
check for errors listing before mailing. 
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WILLIAM BENEDICT, Executive Secretary-Treasuret 
American Academy Ophthalmology and Otolaryngology 
100 First Avenue Building, Rochester, Minnesota 


WILLIAM BENEDICT, M_D., Executive Secretary-Treasurer 
American Academy Ophthalmology and Otolaryngology 
c/o Palmer House, Chicago, 
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RECAPITULATION GENERAL INSTRUCTIONS 
Monday, Tuesday, Wednesday, and Thursday are represented the letters 
Th. The period the morning represented figure second 
period figure and third period figure The first period the afternoon 
represented figure second period figure and third period figure All 
courses otolaryngology and maxillofacial surgery are presented the mornings. 
All courses ophthalmology are presented the afternoons. 
Reservation instruction tickets advance the meeting will made ONLY 
for MEMBERS whose 1952 dues have been paid. Academy candidates and guests may 
make selection courses ONLY the General Registration Desk Chicago. 
Mail order promptly ensure reservation first choices. necessary, will 
made rearrange schedule include “first choices.” 
(Over) 
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COURSE SPEAKERS 
Altmann G 
101 Waltner 
Altmann G 
102 Waltner 
103 or Bryan G 
104 Bryan 
105 or 
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113 
114 Hansel 
Jackson 
Kazanijian, 
116 et al 
117 of 
118 of 
Lempert 
120 or 
121 Lindsay 
122 
123 Maliniac 
Marcus, 
124 
125 Moses 
126 or 
127 Mueller 
128 or 
129 Orton 
131 Sellers 
132 or 
133 Semenov 
134 Tucker, et al 
135 Tucker, et al 
136 or 
137 | Turchik 


TITLE 


PERIODS 


PERIODS 
Histopathology Ear—PartII W-1, W-2 


PERIODS USED 


Cytologic Pathology ENT PERIODS 
PERIODS 
PERIODS 
| Nasal Plastic Surgery (Basic W-1, W-2 
(Advanced Th-2, Th-3 
PERIODS 
Lesions Mouth T-3 W-2, W-3 
Vertical Sections r-1, T-2 
Histology Ear PERIODS 
Horizontal Sections Th-2 
PERIODS 
Allergy T-2 Th-1, Th-2 


| Technic in Peroral Endoscopy | r-3, W-3, Th-2 

PERIODS 
Traumatic Injuries of Face | T-1, T-2 


Evaluating Degree of Hearing | T-2, T-3 or W-2, W-3 
i Function | or Th-2, Th-3 
2 PERIODS 
Vertigo W-2, W-3 or Th-2, Th-3 


2 PERIODS 


Maxillofacial Plastic Surgery 


2 PERK DS 


Hearing Problems in Children W-1, 
PERIODS 
Speech & Voice Therapy | W-2, W-3 
| 2 PERIODS 
| Practical Audiometry W.2, W-3 or Th-1, 


PERIODS 
T-3 Th-2, 


2 PERIODS 


PERIODS 


Esophageal Diseases PERIODS 
__ Foreign Bodies _T-1, W-3, Th-l 
| } PERIODS 
= Laryngeal Surgery T-3, W-2, Th-2 
2 PERIODS 
Nasal Obstruction W-1, W-2 or Th-2, 


T-1, T-2 or W-2, W-3 


Th-2, Th-3 


Th-2 


Th-3 


Th-3 


Th-3 
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INTERNATIONAL 
MEDICAL PRESS 

The International Association Medi- 
cal Press will hold Pan-American 
Congress the Medical Press Buenos 
Aires, Argentina, July 16, 1953. 
Dr. Morris Fishbein president the 
association. 

PAN-AMERICAN ASSOCTATION 
OPHTHALMOLOGY 

Dr. Alston Callahan, professor oph- 
thalmology the Medical College Ala- 
bama, recently visited South America, his 
tour being sponsored the Pan-Ameri- 
ean Association Ophthalmology. Dr. 
Callahan visited Lima and then flew 
Sao Paulo, where gave two lectures 
the Centro Estudos Ophthalmologia 
May and 23. His subjects were 
Surgery the and 
Penetrating and Blunt 
Injuries the respectively. 
went Rio, from Rio Caracas, 
Venezuela, and thence back the United 
States. 


NEW ENGLAND 
OTO-LARYNGOLOGICAL SOCIETY 
The regular Spring Meeting the New 

England Oto-Laryngological Society was 
held the Massachusetts Eye and Ear 
Infirmary Boston June Dr. 
LeRoy Schall presiding. Among the 
speakers were Drs, Francis Lowell, Fran- 
cis Weille, Maurice Evans, Walter 
Hoover, Peter Knapp, and Philip 
Meltzer. 

The next meeting the society will 
held Wednesday, November 19, 
1952, and the annual meeting for 1953 
will held conjunction with the East- 
ern Section the American College 


> 


Surgeons March and 1953. 


CALIFORNIA 

The Los Angeles Society Ophthal- 
mology and Otolaryngology held dinner 
meeting June 20. Taking part the 
program were Dr. Bert Meyer, who 
discussed and Treatment 
Cardiac Dr. Herman 
whose subject was Use and 
Abuse Dr. Walter Mar- 
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tin, who read paper 
Treating Persistent Tympanic Perfora- 
and Dr. Manuel Wexler, the sub- 
ject whose paper was 
Surgery Complications.” 

Dr. Hollinshead, Professor 
Anatomy the Mayo Foundation, Ro- 
chester, Minn., was the guest speaker 
the Joint Meeting the Los Angeles So- 
ciety Ophthalmology and Otolaryngol- 
ogy and the Los Angeles Ophthalmologi- 
eal Society June 1952. Dr. Hollins- 
head presented his motion picture, 
omy the Orbit and Adjacent Struc- 
The film, which color, shows 
the dissection the lids and orbit from 
the front, well related structures 
about the chiasm. 


NEW YORK 

The Third Annual Graduate Conven- 
tion the Society Ex-House Surgeons 
the Manhattan Eye, Ear, and Throat 
Hospital was held 210 East 64th St., 
New York 21, April 21, and 
23, 1952. About forty doctors were the 
lecture and operative program. 

those attending the Convention, the 
ophthalmologists outnumbered 
laryngologists three 


NORTH CAROLINA 
SOUTH CAROLINA 

There will joint meeting the 
North Carolina Eye, Ear, Nose, and 
Throat Society and the South Carolina 
Society Ophthalmology and Otolaryn- 
tember 17, 1952. Headquarters will 
the Robert Lee Hotel Winston- 
Salem. 

Guest ophthalmologists who will 
present are Dr. Robb and 
Dr. Irving Leopold Philadelphia, 
Dr. Harold Brown New York City, 
and Dr. Frank Newell Chicago. The 
following otolaryngologists will the 
program: Dr. Theodore Walsh 
Louis and Dr. Frank Turchik Bridge- 
port, Conn. third otolaryngologist will 
announced later date. 

Dr. Ferguson, The McPherson 
Hospital, 1110 West Main Street, Dur- 
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ham, C., secretary the North Caro- 
lina Eye, Ear, Nose, and Throat Society, 
and Dr. Roderick Macdonald, 330 East 
Main Street, Rock Hill, C., secretary 
the South Carolina Society Ophthal- 
mology and Otolaryngology. 


PENNSYLVANIA 

Dr. Louis Clerf, Professor the 
Department Laryngology and Broncho- 
Esophagology Jefferson Medical Col- 
lege, Philadelphia, spoke 
ing the Reading Eye, Ear, Nose and 
Throat Society April 16. 


VIRGINIA 

The Twenty-fifth Annual Spring Cong- 
ress the Gill Memorial Eye, Ear and 
Throat Hospital was held Roanoke, 
April 12, 1952. The total regis- 
tration including ladies was 464. Next 
year the meeting will held April 
through 11. 


CANADA 
The Faculty Medicine the Univer- 
sity Toronto will offer Refresher 
Course Eye Surgery from April 
17, 1953. The instruction will consist 
lectures, operative clinics patients and 
cadaver surgery small groups. 


MAY-JUNE, 1952 


The guest surgeons will Dr. Dohr- 
mann Pischel, San Francisco, and Mr. 
Stallard, F.R.C.S., London, Eng- 
land. 

The staff the Department Oph- 
thalmology the University will con- 
tribute extensively the The 
course will given for minimum 
and maximum students. The fee 
will $100.00 payable the Chief Ac- 
countant, Simcoe Hall, To- 
ronto. Applications should made 
the Dean tne Faculty Medicine, not 
later than January 31, 1953. 


The University Toronto, Faculty 
Medicine, offers postgraduate course 
ophthalmology extending three 
years. The graduate instruction oph- 
thalmology the teaching hospitals 
Toronto has been coordinated under the 
direction the University. The first year 
Fellowship the student spends 
one the basic sciences ophthalmol- 
ogy, and the final two years are spent 
the intern service one more the 
University teaching hospitals. 

The fee for instruction $50 per year 
payable the Chief Accountant, Univer- 
sity Toronto. application for ap- 
pointment may made the professor 
ophthalmology, Faculty Medicine, 
University Toronto. Appointments are 
made December commence the 
following July 
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POSITIONS AVAILABLE 


Residencies Ophthalmology and Oto- 
laryngology recognized teaching hos- 
pital with active out-patient and 
sufficient number in-patients for resi- 
dents get good training the surgical 
and medical care hospital patients. 
May affiliated Eye, Ear, Nose, and 
Throat Hospital was opened and addi- 
tional residents are needec help staff 
this new hospital. All will 
done certified members the faculty 
the medical school. Will consider com- 
bined residency applicant. Starting salary, 
$1200 yearly plus maintenance. Apply 
Director Personnel, Medical College 
Virginia, Richmond. 


Listings positions available should sent 
W. L. Benedict, M.D., 100 First Avenue Building, 
Rochester, Minn., by the fifth of the month preceding 
publication. They should include (1) type physi- 
cian wanted (ophthalmologist or otolaryngologist; 
diplomate, resident, etc.); (2) type position 
filled; and (3) whom to write for further informa- 
tion. Unless otherwise requested, listings will be 
published once only. 

The Academy will handle further correspon- 
dence beyond the listing and assume responsibility. 
Neither does endorse guarantee any the 
lished listings. 


Residency Ophthalmology beginning 
July 1952 the George Geisinger 
Memorial Hospital and Foss Clinic, Dan- 
ville, Pa. Applicant must have had previ- 
ous ophthalmic training and/or postgrad- 
uate course ophthalmology. Statistics 
for 1951: Out patients, 11,192; refrac- 
tions, 5,480; consultations, 394; ophthal- 
mie operations, 362; released, 
3,551; extractions, 78; ophthal- 
mie admissions, 285. Applications should 
addressed Clyde Jacobs, M.D., 
Director the Department Ophthal- 
mology, Foss Clinic, Danville, Pa. 


Position associate certified oto- 
laryngologist also doing endoscopy with 
excellent volume practice. Association 
with group seven men, two certified 
internists, certified surgeon, certified oph- 
thalmologist and two general practition- 
ers. Opportunity for investment phy- 
sical assets desired earning partner- 
ship practice. Prefer certified man 
preferably under years age. Write 
Dr. Frye, Sharon Medical Clinic, 
Sharon, Pa. 
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DIRECTORY OPHTHALMOLOGIC AND OTOLARYNGOLOGIC 
SOCIETIES 


INTERNATIONAL 

INTERNATIONAL ASSOCIATION FOR PREVENTION OF BLINDNESS 
President: Dr. P. Bailliart, 47 Rue de Bellechasse, Paris, France 
Secretary-General: Prof. A. Franceschetti, rue A—Jentzer 22, Geneva, Switzerland 

Councit oF OPHTHALMOLOGY 
President: Prof. Nordenson 
Secretary: Dr. Holger Ehlers, Rigshospital, Copenhagen, Denmark 
INTERNATIONAL ORGANIZATION AGAINST TRACHOMA 

President: Dr. A. F. MacCallan 
Secretary: Dr. F. Wibaut, P. C. Hoofstraat 145, Amsterdam, Holland 


Pan-AMERICAN ASSOCIATION OF OPHTHALMOLOGY 


President Dr. M. E. Alvaro 
Secretary: Dr. Thomas D. Allen, 122 South Michigan Avenue, Chicago 2, III. 
Time and Place: February 1956. Santiago, Chile 


President: Dr. Luis J. Fernandez, Box 2206, San Juan 10, Puerto Rico 
Secretary: Dr. P. Fernandez 
Place: San Juan 
Pan-American Association oF aNp 
President: Dr. Jose C. Gros 
Secretary: Dr. Pedro Hernandez Gonzalo, Calle 8, 358, Havana, Cuba 


FOREIGN 
T HE OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL Society OF ALBERTA 
President: Dr. W. E. Spankie 
Secretary: Dr. Marshall, Wells Pavilion, University Hospital, Edmonton, Alberta, Canada 
Time and Place: Spring of 1953 in Edmonton e 
Aut-Inpia Society 


President: Dr. G. Zachariah 
Secretaries: Dr. S. N. Cooper and Dr. V. K. Chitnis, Laud Mansion, Queen’s Road, Bombay 4, India 


Associacao Mepica po Instituto Pentpo Burnier 
President: Dr. Leoncio de Souza ueiroz 
First Secretary: Dr. Milton B. de Toledo 
Second Secretary: Dr. Aloisio Af. Ferreira 

Austrian Society, Vienna 
President: Prof. Dr. E. Schlander 
Secretary: Doz. Dr. O. Novotny, Vienna IX, Alserstrasse 4, Austria 
Annually 


Soctretry 


President: Dr. L. Weekers i 
Secretary-General:Dr. M. Appelmans, Avenue Ruelens 179, Louvain 
Time and Place: January, June and November. Bruxelles 


BomBay OPHTHALMOLOGISTS’ ASSOCIATION 


Chairman: Rotated 

Conveners: Dr. S. N. Cooper and Dr. B. D. Telang, Laud Mansion 21, Queen’s Road, Bombay 4 

Time and Place: 7:30 p.m., third Wednesday each month. The seven ophthalmic hospitals 
by rotation 


British ASsociaTION OF OTOLARYNGOLOGISTS 


President: Mr. V. E. Negus 

Honorary Secretary: Mr. F. C. W. Capps, 45 Lincoln’s Inn Fields, London W. C. 2, England 
Bertish Meprcat Association, Section on OPHTHALMOLOGY 

President: Mr. O. G. Morgan 

Secretary: Mr. A. G. Cross, 27 Harley Street, London W. 1, England 


Centro pe Estunos pe pe Sao Pauto 
President: Dr. Rubens Belfort Mattos ; 
Secretary: Dr. Jose Carlos Gouvea Pacheco, Marconi 34, Sao Paulo 


Cuenctu Socrety 


President: Dr. Eugene Chan : 
Secretary: Dr. D. S. Shen, Eye, Ear, Nose and Throat Hospital, Chengtu, Szechuan, China 
Place: Eye, Ear, Nose and Throat Hospital, Chengtu, Szechuan, China 


Curnese Society 


President: Dr. C. H. Chou E 
Secretary: Dr. F. S. Tsang, 221 Foochow Road, Shanghai 


Cuinrse Socirty or 


President Dr. G. C. Liv 
Secretary: Dr. H. L. Chen, Ophthalmological Dept., Peking University Medical School, Peking 
Time: Bimonthly 


Deutscue 
President: Prof. Dr. med. K. Wessely { 
Secretary: Prof. Dr. med. E. Engelking, Heidelberg, Universitats-Augenklinik 


Facutty or OPHTHALMOLOGISTS 


President: Mr. Duthie 
Secretary: Mr. J. H. Doggart, F.R.C.S., 45 Lincoln’s Inn Fields, London, W.C. 2, England 


Frencn Soctety oF 
Secretary: Dr. Edward Hartmann, 2 Ave Ingres, Paris 16, France | 


Secretaries societies are requested furnish the information necessary make this list complete and 
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President: Prof. 
Secretary: Prof. Engelking, Heidelberg 
President: Prof. Csapody 
Secretary: Dr. E. Galla, Krisztina Kérut 139, Budapest, Hungary 
Time and Place: Bimonthly. Second Eye Clinic, Budapest 


OPHTHALMOLOGICAL 
President: Prof. Horay 


Assistant Secretary: Dr. Stephen Grosz, University Eye Hospital, No. Illesucca 15, Budapest 


IskAEL OPHTHALMOLOGICAL Soctrety 
President: Dr. Aryeh Feigenbaum 
Secretary: Dr. E. Sinai, 9 Bialik Street, Tel, Aviv 


Miptanp OPHTHALMOLOGICAL Society 
President: Dr. F. A. Anderson 
Secretaries: Dr. Jameson Evans, Calthorpe Road, Edgbaston, Birmingham 15, England 
Dr. R. D. Weeden Butler, 18 Highfield Road, Edgbaston, Birmingham 15, England 
Piace: Birmingham and Midland Eye Hospital, Church Street, Birmingham 3, England 


NEDERLANDSCH OOGHEELKUNDIG GEZELSCHAP 
President: Prof. A. W. Mulock Houwer 
Secretary: Dr. T. A. Vos, Laan v. Meerdervoort 394, the Hague 


NortH oF ENGLAND OpHTHALMOLOcICAL Society 
President: Mr. A. McKie Reid 
Secretary: Mr. Muirhead, Upper Hanover Street, Sheffield England 


Time and Place: October to May. Manchester, Leeds, Newcastle-on-Tyne, Liverpool, Sheffield and Bradford 


Tue Nova Scotia Society oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. C. K. Fuller 
Secretary-Treasurer: Dr. E. I. Glenister, 513 Barrington Street, Halifax, Nova Scotia 
Time: Four times yearly dates arranged the Executive 


OPHTHALMOLOGICAL SoctETY OF AUSTRALIA 
President: Dr. G. A Brew 
Secretary: Dr. Arnoid L. Lance, 135 Macquarie Street, Sydney, New South Wales 
Time and Place: August 1953, in Melbourne 


OPHTHALMOLOGICAL Society oF COPENHAGEN 
President: Prof. Dr. Holger Ehlers 


Secretary: Dr. Carl Johan Moellenbach, Rigshospitalets oejenaideling, Copenhagen O, Denmark 


Place: Rigshospitalets oejenafdeling 


OpuTHALMOLOGICAL Society oF Ecypt 
President: Dr. Ibrahim Ahmad Mohammad 
Secretary: Dr. Mahmoud Lutfi, Ophthalmic Hospital, Giza 


Time and Place: Annual meeting during March. Summer meeting during August. Dar El Hekmah, 


42 Kasr El Ainy Street, Cairo, Egypt 


OPHTHALMOLOGICAL Society oF HospitaL pe Nurstra Senora La Luz 
Chairman: Dr. Manuel Icaza Dublan 
Secretary: Dr. Jorge Meyran, Ezequiel Montes 135, México, D. F. 


I and Place Second Friday of each month. Hospital de Nuestra Senora de la Luz 


President: Dr. L. S. Talbot 
Secretary: Dr. W. J. Hope-Robertson, Kelvin Chambers, 16 The Terrace, Wellington 
Time and Place: Annually. Auckland, Wellington, Christchurch and Dunedin alternately 


President: Dr. L. Staz 
Secretary-Treasurer: Dr. Guillaume Louw, 901 Dumbarton House, Adderley Street, Cape Town 
Time: Annually 


Society oF tHe Unitep Kincpom 
President: Dr. A. MacRae 
Honorary Secretaries: Mr. Leigh and Mr. Harold Ridley, Lincoln’s Inn Fields, 
OPHTHALMOLOGISCHE GESELLSCHAFT IN WIEN 
President: K. Lindner 
Secretary: Ch. Eyb, Wien, IX, Alserstrasse 4 


Oxrorp OPHTHALMOLOGICAL CONGRESS 
Master: Dr. Anderson 
Hon. Secretary and Treasurer: Ian Fraser, F.R.C.S., Red Roofs, Kingsland, Shrewsbury 


PHILIPPINE OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL Society 
President: Dr. Jesus Eusebie 
Secretary-Treasurer: Dr. Jesus Tamesis, Philippine General Hospital, Manila 


OPHTHALMOLOGICAL 
President: Prof. Dr. W. Kapuscinski 
Secretary: Dr. S. Topolski, Piusa 38, Warsaw, Poland 
Time and Place: Every two years—summer. Ophthalmic Clinic, Oczki 6, Warsaw 


Rovat_ Society oF Mepicine, Section oF 
President: Montague Hine, F.R.C.S. 
Secretaries: Arthur Lister, F.R.C.S., 56 Wimpole Street, London, W.1., England 
H. E. Hobbs, F.R.C.S., 129 Harley Street, London, W.1., England 
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Sao Pavuto Socigty oF 

President: Dr. Durval Prado 
4 Secretary: Dr. Rubens Belfort Mattos, Rua B. Stapetininga, 29 F-3° andar, Sao Paulo, Brazil 

President: Dr. E. H. Cameron 
: Secretary: Dr. John Marshall, 11 Clairmont Gardens, Glasgow, C.3, Scotland 
Time and Place: Last Saturday of March and October, Edinburgh and Glasgow, in rotation 

President: Dr. Jorge Malbran 
¢ Secretary: Dr. Jose Maria Roveda, Lezica 4472, Buenos Aires 
a Time and Place: Third Wednesday of every month. Buenos Aires 
Soctepap CHILENA DE OFTALMOLOGIA 
President: Dr. Italo Martini 
Secretary: Dr. Adrian Araya Costa, Renaca, no. 34, Santiago, Chile 
> CTEDAL COLOMBIANA DE OFTALMOLOGIA ¥ DE OTORHINOLARINGOLOGIA 
re President: Dr. Jorge Suarez-Hoyos, Carrera Sa, no. 13-39, Bogota, Colombia 
_ Secretary: Dr. Francisco Arango 


J Time and Place: Second Tuesday of each month. Club Medico 


Soctepap Cunana pe OFTaLMOLoGia 
President Dr. Oscar F. Horstmann 
Secretary: Dr. Heriberto Buch Granados, Calle No. 668 ent. 29, Vedado, Habana, 
Time and Place: First Thursday bi-monthly. Malecon No. 61 Bajos, Havana, Cuba 


Socrepap MEXICANA DE OFTALMOLOGIA 
President: Dr. Teodulo M. Agundis 
Secretary: Dr. Jose Luis Arce, Viena 3-5, Mexico D. F., Mexico 
Time and Place: 8:30 p.m., first Tuesday of each month, Gral. PRIM 47 


OFTALMOLOGIA 
President: Dr. Ricardo Lacayo 
Secretary: Dr. Gilberto Cuadra, Clinica Especializada, Managua, D. N., Nicaragua, C. A. 


Chairman: Dante J. Yadarola 
Secretary: Dr. Alberto Urrets Zavalia (hijo), 27 de Abril 255, Cordoba, Argentina 


pe OFTALMOLOGIA DE GUADALAJARA 
President: Dr. Elias Mendoza Gonzalez 
Secretary: Dr. Martin del Campo, Av. Juarez 211, Desp. 314, Guadalajara, Jal. 
Place: Edificio Lutencia Despacho 101 


AMERICANA 
President Dr. Soria 
Secretary: Dr. Costi, 3. Calle Montalban, Madrid 


President: Wf. ~ Manuel Vila Ortiz, Cordoba 1915, Rosario, Argentina 
Secretary: Dr. Carlos M. Soto 
Time and Place: Last Sunday in every month. Rosario 


_ Socrepap OFTALMOLOGICA DE VALPARAISO 
President: Prof. Dr. Jean H. Thierry 
Secretary-Treasurer: Dr. Jorge Oyarzun O, Hospital de Ojos, Calle Blas, Cuevas, Valparaiso 

’ SOCTEDAD PERUANA DE OTO-RINO-LARINGOLOGIA Y OFTALMOLOGIA 
President: Dr. asta Cipriani V., Pasaje Olaya 156, Lima, Peru 
Secretario General: Dr. Enrique Haro. 
Secretario de Actas: Dr, Alberto Castillo R. 
Socrepape BRASILEIRA DE OFTALMOLOGIA 


President: Dr. Paulo C. Pimental 
First Secretary: Dr. Pedro Moacyr Aguiar, Ladeira Santa Thereza 136, Apt. 101, Rio Janeiro 


Secretary Dr. Luiz Enrico Ferreira 


Time: Third Friday every month from April December 


President: Dr. Jorge Luis Castillo 
Dr. Felix Berman, San Lorenzo 345, Tucuman, Argentina 
Place: Mendoza 421, Tucuman 
SocrEDADE DE OFTALMOLOGIA Minas 


President: Dr. Amelio Bonfioli : 
Secretary: Dr. Mariana Noronha, Pauso Alegre 1150, Belo Horizonte, Est. Minas Geraes 


pe Ortarmotocta & Banta 
. President: Dr. Theonilo Amorim, Barra Avenida, Bahia, Brazil 

; Secretary: Dr. Adroaldo de Alencar 

SoctepapeE pe OrralMoLocia & OTO-RINO-LARINGOLOGIA DO R1o Granpg po 


President: Dr. Mario Araujo Azambuja 
First Secretary: Dr. Humberto Lubisco, Rua Donna Laura 45, Porto Alegre, Est., Rio Grande do Su! 


= Second Secretary: Dr. Ivo Kuhl 

Sociepape Ortatmotocia Sao Pavuto 
; President: Dr. Paulo Braga Magalhaes 


General Secretary: Dr. Paulo Aranha de Azevedo, Xavier de Toledo 71,1° and., Sao Paulo 
First Secretary: Dr. Alfredo Rocco 
Soctepape pe po Rio pe JANIERO 
a President: Dr. Aloysio Novis 
Secretaries: Dr. Rubens Cabral, Rua Paissandu 73, Rio Janeiro, Brazil 
Dr. Mairelles Vieira 
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ITALIANA 
President: Prof. Giuseppe Ovio 
Prof. E. Leonardi, Piazza degli Eroi, 11 Roma, Italy 
Place: oma Piazza degli Eroi 11 


Societe Betce pv’OPHTALMOLOGIE 
President: Dr. Weekers 
Secretary-General: Dr. M. Appelmans, 179 avenue Reulens, Louvain, Belgium 
Time: Last Sunday of February, June and November 


Administrateur: G. Raimond, 17etl]9, Rue de Buci, Paris (Vle) France 


President: Prof. Larsson 
Secretary: Dr. K. O. Granstrom, Sodermalmstorg 4, Stockholm, Sweden 


President: Campbell Shaw, M. R. 


XLIX 


Hon. Secretary and Treasurer: Nigel Cridland, D.M., D.O., 25 Craneswater Park, Southsea, England ie ei 


NATIONAL 


AMERICAN ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. James Milton Robb 


Executive Secretary-Treasurer: Dr. William L. Benedict, 100 First Avenue Building, Rochester, Minn. 


Time and Place: Jctober 12-17, 1952, Chicago 


AMERICAN AssocIaTION oF Eve, Ear, anno Turoat Society 
President: Dr. M. E. Alvaro ae : 
Secretary-Treasurer: Dr. Daniel S. DeStio, Highland Building, Pittsburgh 6, Pa. 


AMERICAN LARYNGOLOGICAL ASSOCIATION 
President: Dr. Gordon B. New 


Dr. Louis Clerf, 1530 Locust, Philadelphia Pa. 


AMERICAN LaRYNGOLOGICAL, RuINOLOGICAL AND OroLocicat Society, Inc. 
President: Dr. C. Stewart Nash 
Secretary: Dr. C. Stewart Nash, 708 Medical Arts Building, Rochester 7, N. Y. 


EASTERN SECTION 
Vice-President: Dr. Francis W. Davison 
Secretary: Dr. Francis W. Davison, Geisinger Memoria! Hospital, Danville, Pa. 


MIDDLE SECTION 
Vice-President: Dr. Ralph J. McQuiston 
Secretary: Dr. Walter Theobald, 307 North Michigan Avenue, Chicago 


SOUTHERN SECTION: 
Vice- ones Dr. Lester A. Brown 
Secretary: . James W. McLaurin, Raymond Building, Baton Rouge 6, La. 


WESTERN 
Vice-President: Dr. Howard P. Hous« 
Secretary: Dr. Harold Boyd, 1136 West Sixth Street, Los Angeles, Calif. 


American Mepicat Association, ScrentiFic Assempty, Section on OPHTHALMOLOGY 
Chairman: Dr. A. Ray Irvine 
Secretary: Dr. Trygve Gundersen, 101 Bay State Road, Boston, Mass. 


American Mepicat Association, Section on Laryncotocy, anp RHINOLOGY 
Chairman: Dr. James Milton Robb : ; 
Secretary: Dr. Sam H. Sanders, 1089 Madison Avenue, Memphis 3, Tenn. 


AMERICAN OPHTHALMOLOGICAL SOCIETY 
President: Dr. Lawrence T. Post 
Secretary-Treasurer: Dr. Maynard Wheeler, 59th Street, New York 19, 


American 
President: Dr. Kenneth Day ; 
Secretary: Dr. John Lindsay, 950 East 59th Street, Chicago 37, 


AMERICAN OTORHINOLOGIC SOCIETY FOR THE ADVANCEMENT OF 
Piastic AND RECONSTRUCTIVE SURGERY 
President: Dr. Norman N. Smith 
Secretary: Dr. Joseph G. Gilbert, 1404 President Street, Brooklyn 13, N. Y. 


American Society OF OPHTHALMOLOGIC AND OTOLARYNGOLOGIC ALLERGY 
President: Dr. William H. Evans 
Secretary-Treasurer: Dr. Joseph W. Hampsey, 806 May Building, Pittsburgh 22, Pa. 
Time and Place: Annual meeting, October 17, 1952, Chicago 


ASSOCIATION FoR RESEARCH IN OPHTHALMOLOGY, INC. 
Chairman: Dr. Walter Fink 
Secretary-Treasurer: Dr. James H. Allen, 1430 Tulane Avenue, New Orleans, La. 


Camapian Mepicat Association, Section on OPHTHALMOLOGY 
President: Dr. R. G. C. Kelly. 
Secretary: Dr. J. Clement McCulloch, 380 Medical Arts Building, Toronto, Ont. 


CanapiaN OPHTHALMOLOGICAL SocreTY 
President: Dr. R. F. Nicholls 
Secretary. Dr. |}. F. A. Johnston, 174 St. George Street, Toronto, Ont. 
CANADIAN OTOLARYNGOLOGICAL Society 
President: Dr. Jules Brahy 
Secretary: Dr. W. Ross Wright, 361 Regent Street, Fredericton, New Brunswick 
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Nationa, Soctgty ron tHe Prevention or Buiinpwess, Iwc. 
President: Mr. Mason H. Bigelow 
Secretary: Dr. Franklin Foote, 1790 Broadway, New York 19, 


REGIONAL 


Ark-ta-tex Soctrety 
President Dr. Joe! A. Wilkinson 
Secretary: Dr. Frank Bryant, 2622 Greenwood, Shreveport, La. 
Time and Place: First Monday of month, September through June. Shreveport Club 


Hiawatt Eve, Ear, Nose ano Turoat Society 
Chairman: Dr. John Frazer 
Secretary: Dr. Trexler, Young Hotel Building, Honolulu, 
Time and Place: Each Thursday (dinner meetings) 6:30 p.m., Pacific Club, Honolulu 
Inter-Mountain Society 

President: Dr. Harry O. Frazier 
Secretary: Dr. Robert Rees, 115 East South Temple Street, Salt Lake City, Utah 
Time and Place: Third Monday each month, September through May. University Club, 136 East 

South Temple, Salt Lake City 

President. Dr. William B. Clark 
Secretary: Dr. Edley Jones, 1301 Washington Street, Vicksburg, Miss. 
Nassau OPHTHALMOLOGICAL Society 

President: Dr. A. Milton Goldman 4 
Secretary: Dr. Ward L. Mould, 131 Fulton Avenue, Hempstead, N. Y. 
Time and Place: Fourth Monday in February, April, September and November at 7:30 p.m. at Meadow- 

brook Hospital, Hempstead, N. Y. 

New Enctanp Society 

President: Dr. Benjamin Sachs 
Secretary: Dr. Garrett Sullivan, 101 Bay State Road, Boston 15, Mass. 
Time and Place: Third Wednesday each month, November through April. Massachusetts Eye and 

Ear Infirmary 


New Encrann Socrety 
President: Dr. Leighton F. Johnson 
Secretary-Treasurer: Dr. Burton E. Lovesey, 76 Bay State Road, Boston 15, Mass. 
Time and Place: Quarterly. Massachusetts Eye and Ear Infirmary, 243 Charles Street, Boston 
Coast 
President: Dr. C. Allen Dickey 
Secretary-Treasurer: Dr. Howard House, 1136 West Sixth Street, Los Angeles 14, Calif. 
Time and Place: 1953, Los Angeles, Calif. 
President: Dr. William B. Hubbard _ 
Secretary: Dr. Frank A. Ware, 514 Genesee Bank Bldg., Flint, Mich. 
Time and Place: Second Tuesday evening of each month, except summer months. Bancroft Hotel, Saginaw 
Stoux Variey Eve ano Ear Acapemy 
President: Dr. James Reeder, Jr. 
Secretary-Treasurer: Dr. W. P. Davey, 627-632 Frances Building, Sioux City, Iowa 
Soutnern Mepicat Association, Section ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Dr. Edley Jones 


Secretary lr \. Holden, Medical Arts Building, Baltimore, Md 
Time and Place November 10-13, 1952, Miami, Fla 


Tipewarer AND OTOLARYNGOLOGICAL 
President: Dr. C. C. Cooley 
Secretary Dr. J. G. Sellers, 413 Medical Arts Building, Norfolk, Va 
Wisconsin-Urrer Miciuican Society oF AND OTOLARYNGOLOGY 
President: Dr. James K. Trumbo 
Secretary: Dr. 650 South Central Avenue, Marshfield, Wis. 


STATE 


AraAwaMA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President Dr. Eugene Calloway, Sr. 
Secretary-Treasurer Dr. Karl B. Benkwith, Catoma Street, Montgomery 5, Ala. 
Arkansas State Mepicat Society, Eve, Ear, Nose ann Turoat Szction 
President: Dr. C. G. Hinkle 
Secretary: Dr. K. W. Cosgrove, 113 East Capitol Avenue, Little Rock, Ark. 
Catirornta Mepicat Assoctatiox, Eve, Ear, ano Turoat Section 

Chairman: Dr. George F. Keiper, Jr 
Secretary: Dr. Maurice W. Nugent, 2007 Wilshire Blvd., Los Angeles 5, Calif 

Cororapo OPHTHALMOLOGICAL Socrety 
President: Dr. J. Leonard Swigert 
Secretary: Dr James C. Strong, 227 Sixteenth Street, Denver, Colo. 
Time and Place: Every third Saturday. Colorado Medical Center 

Cororapo OTOLARYNGOLOGICAL Society 
President: Dr. Ivan Hix 
Secretary: Dr. Merrill Dart, 3191 Broadway, Englewood, Colo. 
Time and Place: First Saturday of each month, October through May. Colorado University School of 

Medicine 
Frortpa Socrety OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 

President: Dr. Charles C. Grace 
Secretary Treasurer: Dr. Carl S. McLemore, 1202 South Kuhl Avenue, Orlando, Fla 


Grorcta Society oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Stacy C. Howell 
Secretary: Dr. Alton V. Hallum, 245 Doctors Building, Augusta 3, Ga 
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InDIANA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President Dr. E. L. Van Buskirk 
Secretary-Treasurer: Dr. John R. Swan, 23 East Ohio Street, Indianapolis 4, Ind. 


: lowa AcapEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Byron Merkel 
Secretary: Dr. Carl A. Noe, 601-611 Highley Building, Cedar Rapids, Iowa 


Kansas State Mepicat Society, Section on anp OTOLARYNGOLOGY 
President: Dr. Francis 
Secretary: Dr. W. D. Pitman, First National Bank Building, Pratt, Kan. 


Chairman: Dr. Lyman Richards 
Secretary: Dr. Lawrence R. Dame, 78 Federal Street, Greenfield, Mass. 


Micuican State Mepicat Socirry, Section on OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Dr. J. E. Croushore (Otolaryngology) ’ 
Co-Chairman: Dr. J. C. Gemeroy (Ophthalmology) 
Secretary: Dr. R. W. Teed, 215 South Main, Ann Arbor, Mich. (Otolaryngology) 
Co-Secretary: Dr. F. B. Heckert, 1105 Bank of Lansing Building, Lansing, Mick. (Ophthalmology) 


Micuican Triotocicat Society 
President: Dr. William D. Irwin 
Secretary: Dr. V. E. Cortopassi, 324 South Washington Avenue, Saginaw, Mich. 
Time: Second Thursday of November, December, March, April and May 
MINNESOTA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 

President: Dr. K. A. Phelps 
Secretary-Treasurer: Dr. R. W Holmen, Lowry Medical Arts Bu ng, St. Paul 2, Minn 
Time and Place: Second Friday of each month, November through May. Alternating, Minnesota Club, 

St. Paul, and Minneapolis Club, Minneapolis 

Montana AcapemMy oF Oto-OpHTHALMOLOGY 

President: Dr. Fritz D. Hurd 
Secretary-Treasurer: Dr. H. L. Casebeer, Pennsylvania Building, 44 West Park Street, Butte, Mont 
Time and Place: September 19, 1952, Missoula, Mont. 


New Mexico Society 


President: Dr. A. L. Schonberg 
Secretary: Dr Howard Peck, Medical Arts Square, Albuquerque, N. M 
Time: Meetings four times a year 


Nortu Caroiina Eye, Ear, Nose Turoat Society 
President: Dr. Maclean B. Leath 
Secretary-Treasurer Dr. George B. Ferguson, 1110 West 
Time and Place: September 15-17, 1952, Hotel Robert E. 


St., Durham, N. ¢ 
Winston-Salem, N. C. 


Orecon ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Richard S. Fixott 
Secretary: Dr. George E. Chamberlain, 909 Medical Dental Building, Portland 5, Ore. 
Time and Place: Third Tuesday each month September through May. Old Heathman Hotel, Portland 
PENNSYLVANIA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Matthew S. Ersner 
Secretary: Dr. Daniel S. DeStio, Highland Building, Pittsburgh 6, Pa 
Pverto Rico Mepical! ASSOCIATION, SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Luis J. Fernandez 
Secretaries: Dr. Ricardo F. Fernandez, P.O. Box 2206, San Juan 10, Puerto Rico (Ophthalmology) 
Dr. Carlos E. Munoz MacCormick, P.O. Box 604, San Juan, Puerto Rico (Otolaryngology) 
Time and Place: Bimonthly. Puerto Rico Medical Association Building 
Soutn Carona Socrety oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Thomas R. Gaines 
Secretary-Treasurer: Dr. Roderick Macdonald, 330 East Main Street, Rock Hill, S. C. 
Time and Place: September 15-17, 1952, Hotel Robert E. Lee, Winston-Salem, N. C. 
Tennessee State ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Roland H. Myers 
Secretary-Treasurer: Dr. John T. Bryan, 2105 Hayes Street, Nashville, Tens 
Time: Annually 


Texas OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. J. Charles Dickson 
Secretary: Dr. Lyle Hooker, Esperson Building, Houston, Texas 

Virointa Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President Dr. A. D. Morgan 
Secretary-Treasurer: Dr. G. Slaughter Fitz-Hugh. 104 East Market St., Charlottesville, Va. 
Time and Place: Fall Clinical Session: Ophthalmology, November 18-19, 1952; Otolaryngology, November 
21, 1952, Charlottesville, Va.; Spring meeting, May 1953, Hot Springs, Va 

West Vircinta ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 

President: Dr. Arthur Chan 
Secretary: Dr. Ben W. Bird, 
Time: Biannual 


19 Mercer es Princeton, W. Va 


LOCAL 
Acapgemy oF Mepictne oF Nortnern New Jersey, Section on Eve, Ear, Nose ann Turoat 
Chairman: Dr. William F. Krone 
Secretary: Dr. Francis J. Grant, 1224 Salem Avenue, Hillside, N. J. ; 
Time and Place: 8:45 p.m., second Monday the month. The Academy Medicine, Lincoln Park, 
South, Newark 
Akron AcapEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Secretary-Treasurer: Dr. Peter, 406 Akron Savings and Loan Building, Akron, Ohio 
Time and Place: 6:30 p.m., first Monday in January March, May and November. Akron City Club 


« 


4 
| 
j 
ty 


TRANSACTIONS MAY JUNE, 1952 
Association New Eve anp Ear INFIRMARY 
is President: Dr. W. T. Boland x 
ae Secretary Treasurer: Dr. Hunter Romaine, 111 East 65th Street, New York, N. Y. 


Atrtanta Eve, Ear, Nose ann Turoat Society 
President: Dr. Phinizy Calhoun, Jr. 
Secretary-Treasurer: Dr. James T. King, 384 Peachtree Street N.E., Atlanta 3, Ga. 
Time and Place: 7:30 p.m., fourth Monday each month, October May. Academy Medicine 
Battimore City Mepicat Society, 
Chairman: Dr. M. Elliott Randolph 
Secretary-Treasurer: Dr. Abraham Kremen, 2355 Eutaw Place, Baltimore 17, Md. 
Time and Place: 8:00 p.m., fourth Thursday of every month October to May. 
Faculty, 1211 Cathedral St. 

Birmincuam Eve, Ear, Nose ann Turoat Society 
President: Each member, alphabetical order. 
' Secretary: Dr. David A. McCoy, Woodward Building, Birmingham, Ala. 
Time and Place: 6:30 p.m., second Tuesday each month, September through May. Thomas Jefferson Hotel 


Boston City Hospitat Avurat anp OpxnTHALMIC ASSOCIATION 


President: Dr. Joseph Nerbonne 
Secretary: Dr. Benjamin Riseman, 41 Bay State Road, Boston 15, Mass. 


and Chirurgical 


Brooktyn Society 


Burraco Orntuatmoiocic 


President: Dr. Daniel Kravitz 
q Seeretary-Treasurer: Dr. Louis Freimark, 256 Rochester Avenue, Brooklyn 13, N. Y. 
: Time and Place: 8 p.m., third Thursday in October, December, February and April. Medical Society 
' of the County of Kings, 1313 Bedford Avenue 
| 


President: Dr. Milton Palmer 
&g Secretary: Dr. Elizabeth P. Olmsted, 568 Lafayette Avenue, Buffalo 22, N. Y. 
oa Time and Place: Second Thursday of each month, October through May. Park Lane 


Centrat Soctety oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. G. C. Otrich 
Secretary-Treasurer: Dr. Alfred G. Schultz, 237 East State Street, Jacksonville, Ill 
Centrat New Yorx Eve, Ear, Nose anp Turoat Soctety 
President: Dr. Cecil Hert 
Secretary-Treasurer: Dr. James McGraw, 619 University Building, Syracuse, 
Cuattanooca Eve, Ear, Nose ano Turoat Society 
Chairman and Secretary: Dr. Willard Steele, 552 McCallie Avenue, Chattanooga, Tenn. 
Time and Place: 6:30 p.m., fourth Thursday each month, October through May. Mountain City Club 
President: Dr. Arthur J. Coombs 
Secretary: Dr. Lawrence J. Lawson, 636 Church Street, Evanston, III. 
Curcaco Society 
President: Dr. William F. Hughes, wat 
Dr. Gail 636 Church Street, Evanston, 
Time and Place: 7:30 p.m., third fonday each month, October May. Union, 715 


Wood Street 
Cincinnati 
Presidium: Dr. Donald XK Lyle, Dr. Karl W. Ascher, Dr. Josef D. Weintraub 
Secretary: Dr. Josef Weintraub, 715 Provident Bank Building, Seventh and Vine Streets, Cincinnati, 
Time and Place: Second Wednesday night of month, November through May. University Club, Fourth 
and Broadway 
CINCINNATI OTOLARYNGOLOGIC 
President: Dr. Raymond L. Hilsinger 
Secretary Treasurer: Dr. Stephen P. Hogg, 556 Doctors’ Building, Cincinnati 2, Ohio 
Time and Place: 6:30 the third Monday each month except July, August, September and December. 


‘Club. 


Creverann 


President: Dr. Leslie Miller 
Secretary-Treasurer: Dr. Webb Chamberlain, Jr., 7405 Detroit Avenue, Cleveland, Ohio 


fi Time and Place: Second Tuesday of November, January, February and April. Statler Hotel, Cleveland 
Cottece oF Puvsictans oF Section ON OPHTHALMOLOGY 

Chairman: Dr. George F. J. Kelly ; x 

Clerk: Dr. M. Luther Kauffman, Medical Arts Building, Jenkintown, Pa 


Time and Place: 8:15 third Thursday every month, October through April. College Phy- 
sicians Building 
Corpus Cueist: Far, Nose ann Turoat Society 


President: Dr. Rex E. House 
Secretary-Treasurer: Dr. L. David Wright, Thomas-Spann Clinic, 1546 South Brownlee, Corpus Christi, 


Texas 
Time and Place: First Wednesday each month. Louisiane 
Dattas ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


c President: Dr. W. B. Wilkinson 
Si Secretary: Dr. Claude D. Winborn, Medical Arts Building, Dallas 1, Texas 
Time and Place: First Tuesday of each month. Melrose Hotel 
Des Motnes ACAvEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: Dr. McNamee 


a Secretary-Treasurer: Dr. H. H. Gurau, 213 Bankers Trust Building, Des Moines, lows 

? Time and Place: 6:00 p.m., fourth Monday of each month, September through May. Des Moines Club 
- zy Secretary. Treasurer Dr. Frederick A. Lauppe, 1249 David Whitney Building, Detroit 26, Mich. 


Derrort Socrety 


President: Dr. Arthur Hale 
. Secretary: Dr. Arthur P. Wilkinson, 974 Fisher Building, Detroit 2, Mich. 
Time and Place: Fourth Thursday of each month, November through April, at L’Aiglon, Fisher Building 


DIRECTORY SOCIETIES 


President: Dr. Glowacki 

Secretary- Dr. Birch, 1010 Maccabees Building, Detroit Mich. 

Time Third Wednesday each month, September May. Wayne County Medical Seciety 
uilding 


Eastern New Yorx Eve, Ear, Noszk anp Turoat ASSOCIATION 

President: Dr. Harry Miller 

Secretary-Treasurer: Dr. Frank Furlong, 713 Union Street, Schenectady, N. Y. 

Time and p.m., first Thursday month, October June. Albany, Troy, Schenectady, rotating 
monthly 
Fort Wortn Eve, Ear, Nosz anv Turoat Socizty 

President: Dr. Hal Maxwell e 
Secretary: Dr. William Skokan, 1708 Medical Arts Building, Fort Worth Texas 
Time and Place: 6:30 p.m., first Friday each month, except July and August. St. Joseph’s Hospital 


Houston Acapemy oF Mepicing, OpHTHALMOLOGICAL AND OToLaryncoLocicaL Section 
President: Dr. Lyle Hooker 

Secretary: Dr. Claude Cody, III, 1304 Walker Avenue, Houston Texas 

Time: Second Thursday each month, October through June 


President: Dr. Marlow Manion 
Secretary-Treasurer: Dr. Lewis E. Morrison, 603 Hume Mansur Building, Indianapolis 4, Ind. 


Time and Place: 6:30 p.m., second Thursday each month, November May. Indianapolis Athletic Ciub 


President: Dr. A. W. McAlester, III 

Secretary: Dr. Barnard C. Trowbridge, 411 Alameda Road, Kansas City 2, 

Time and Place: Third Thursday of the month, November through May. Hotel President, 14th and Baltimore 


President: Dr. Edmund D. Godwin 

Secretary: Dr. James V. Keipp, 110 Pine Avenue, Long Beach 2, Calif. 

Time and Place: 6:00 p.m., monthly, September through May. Seaside Memorial Hospital 


Los 

President: Dr. Deane Hartman 

Secretary: Dr. Daniel Esterly, 104 North Madison Avenue, Pasadena Calif. 
Time and Place: First Thursday each month, September through Los Angeles County Medical 
Society Building, 1925 Wilshire Boulevard 


President: Dr. Victor Goodhill 
Secretary: Dr. Orwyn Ellis, 523 West Sixth Street, Los Angeles 14, Calif. 
Time and Place: 6:00 p.m., fourth Monday’ each month, September through May. Los Angeles 
County Medical Association Building, 1925 Wilshire Boulevard 
Mepicat Society or THE District oF CotumsBia, SecTION ON OPHTHALMOLOGY 
President: Dr. Everett S. Caldemeyer 
Secretary-Treasurer: Dr. J. Spencer Dryden, 1835 Eye Street Northwest, Washington 6, D. C. 
Chairman: Dr. Irvin Feldman 
Secretary: Dr. John Louzan, 1801 Eye Street N. W., Washington 6, D. C. 
Time and Place: 7:00 p.m., third Tuesday in October, November, January, March and May. Army and Navy 
Club, 17th and Farragut Square, N.W. 


Mempuis Society oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 

Chairman: Each member, in alphabetical order 

Secretary: Dr. Roland H. Myers, 1720 Exchange Building, Memphis, Tenn 

Time and Place: Second Tuesday each month, September through May. Memphis Eye, Ear, Nose 
and Throat Hospital 


President: Dr. Wild 
Secretary-Treasurer: Dr. Howard High, 324 East Wisconsin Avenue, Milwaukee 2, Wis. 
Time and Place: 6:30 p.m., fourth Tuesday each month, October May. Athletic Club 


Montcomery County Mepicat Society, Section on Eye, Ear, Nosz anp THROAT 
President: Dr. Robert A. Bruce 

Secretary-Treasurer: Dr. L. N. Shroder, 144 West Fourth Street, Greenville, Ohio 

Time and Place: First Tuesday of November, February, March and May. Dayton Country Club 


Mitwauxer Oro-Opntuatmic Society 


President: Dr. Jules Brahy 

Secretary-Treasurer: Dr. Leo S. S. Kirschberg, 1390 Sherbrooke Street West, Montreal, Que., Canada 
Time: Second Thursday of October, December, February and April 

NASHVILLE ACADEMY OF OPUTHALMO )LOGY AND OTOLARYNGOLOGY 

President: Dr. John W. Harned, Jr. 

Secretary-Treasurer: Dr. Herbert Duncan, Bennie Dillon Building, Nashville, Tenn. 

Time and Place: Third Monday evening of month, October through May. James Robertson Hotel 
New York AcapemMy or Mepicing, Section on OPHTHALMOLOGY 

Chairman: Dr. James W. Smith 

Secretary: Dr. A. Gerard De Voe, 30 West 59th St., New York, N. Y. 

Time and Place: Third Monday the month, October through May. New York Academy Medicine 


New York Society ror CiinicaL OPHTHALMOLOGY 
President: Dr, Abraham L. Kornzweig 
Secretary: Dr. Leon H. Ehrlich, 211 Central Park West, New York 24, N. Y. 
Time and Place: First Monday the month, October May. New York Academy Medicine 
Nueces County Eve, Ear, Noss anp Turoat Socigty 
President: Dr. Meador 
Secretary: Dr. Rex C. House, 228 Medical-Dental Building, Corpus Christi, Texas 
Time and Place: 7:30 p.m., second Monday of each month, October through May. Dusty’s, 1739 Souts 
Brownlee Street, Corpus Christi, Texas 
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Oxtanoma City Acapemy oF OPHTHALMOLOGY aND OTOLARYNGOLOGY 
President: wr. McClure 
Secretary: Dr. Richard Clay, 416 Northwest 13th Street, Oklahoma Okla. 
Time First Tuesday each month. University Hospital, 800 Northeast 13th Street, Okla- 
ma ty 


Omana ano Counctt BLurrs OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
President: Dr. Thomas Smith 
Secretary-Treasurer: Dr. G. T. Alliband, 1020 Medical Arts Building, Omaha, Neb. 
Time and Place: Dinner meeting third Wednesday monthly, October May. Omaha Club 


Alfred Cowan 
Secretary: John Deichler, 301 South Street, Pa. 
Time: rst Peat edey of each month, November through April 


Society 
President: Dr. Thomas Furlong, Jr. 
Secretary: Dr. John Keefe, South 17th Street, Philadelphia Pa. 


Pirtseurcu AcapemMy OF MepIcINE 
President: John S. Plumer 
Secretary: = Samuel D. Evans, 1501-2 Park Building. Pittsburgh 22, Pa. 
Time and Place: 8:00 p.m., fourth Monday each month, October through May. Pittsburgh Academy, 
322 North Craig Street 


President: Dr. Daniel S. DeStio 
Secretary: Dr. George Schein, 634 Washington Road, Pittsburgh, Pa. 


Time and Place: simonthly 


Pucet Sounp Acapemy oF OPHTHALMOLOGY OTo-LarYNGOLOGY 
President: Dr. H. Frederick Thorlakson 
Secretary-Treasurer: Dr. Willard Goff, 432 Stimson Building, 1215 Fourth Avenue, Seattle Wash. 
Time and Place: Third Tuesday of each month. Medical-Dental Building, Seattle 
President: Dr. J. Van Dyke Quereau 
Secretary Dr. Benjamin F. Souders, 424 Walnut Street, Reading, Pa 


Time and Place: Third Wednesday of each month, September to July (dinner meetings). Wyomissing Club 


Ricumonp, Vircinia, Eve, Ear, Nose anp Turoat 
President: Dr. Mason Sinith 
Secretary-Treasurer: Dr. Charles N. Romaine, 1001 West Franklin Street, Richmond 20, Va. 
Time and Place: First Tuesday January, March, May and October. Commonwealth Club 

Chairman: Dr. Anderson C. Hilding 
Secretary: Dr. James Tetlie, 626 Medical Arts Building, Duluth, Minn 
Time and Place: 6:00 8:00 p.m., preceding the monthly St. Louis County Medical Society meeting. 

St. Mary’s Hospital, Du uth’ 


Pitrsrurcu Society 


Ear, Nose anv Turoat Crur or St. Louis 
Chairman: Dr. Millard F. Arbuckle 
Secretary: Dr. Harry N. Glick, 1504 South Grand Boulevard, St. Louis 4, Mo. 
Time and Place: Third Wednesday in November, January, March and May, University Club Building 


Sr. 
President: Dr. J. M. Keller 
Secretary: Dr. 7. Milder, 539 North Grand Avenue, St. Louis 3, Mo. 
Time and Place: 8:00 fourth Friday each month, October through April, except December. Elliott 
Auditorium, MeMillan Hospital 


San Francisco County Mepicat Society, Section on Eve, Ear, Nose anp THRoat 

Chairman: Dr. Borley, 655 Sutter Street, San Francisco, Calif. 
Secretary: None 
Time and Place: Fourth Tuesday of each month, except July, August and December. San Francisco 

County Medical Society Building 

Spokane AcaveMy OF OPHTHALMOLOGY AND OTOLARYNLOLOGY 

President: Dr. Phil Greene 
Secretary: Dr. Cornelius E. Hagan, Jr., 508 Old National Bank Building, Spokane, Wash. 
Time and Place: Fourth Tuesday of each month, September through May. Paulsen Medical and Dental 

Building 

Eve 
President: Dr. Theodore Holstein, 523 Medico-Dental Building, Sacramento 14, Calif. 
Dr. John Berg 
Time: Thursday, eight months the 
Eye, Ear, Nose anv Turoat Society 

President: Dr. N. Gardner Mathieson 
Secretary: Dr. Robert D. Kiess, 1838 Parkwood, Toledo, Ohio 
Time and Place: Third Tuesday of each month, November through May, Toledo Club 


Toronto AcapeMy oF Mepicine, Section oF OPHTHALMOLOGY 
Chairman: Dr. Joseph C. Hill 
cretary Dr. Harold R. Sniderman, 220 Bloor Street West, Toronto 5, Ont., Car 
Time and Place: Second Monday night November, January, February and March. 
Toronto 
Westexn Pennsytvanta Eve, Ear, Nose ann Turoat Society 
President: Dr. Ralph Himes 
ng Treasurer: Dr. F. E. Murdock, 28% West Scribner Avenue, DuBois, Pa. 
Time: Third Thursdays May and October 


President: Dr. Vincent Gallizzi 
Secretary: Dr. Samuel Buckman, South Franklin Street, Wilkes-Barre, Pa. 
Time and Place: Last Tuesday of each month, October through May, except December. Luzerne County 
Medical Society Library, 130 South Franklin Street 
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HEARING AIDS ACCEPTED THE 
COUNCIL PHYSICAL MEDICINE AND REHABILITATION 


THE AMERICAN MEDICAL ASSOCIATION 


As of June 


Audicon Models 400 415 

Mfr. NATIONAL EARPHONE CO., INC. 
20-22 Shipman 
Newark 


Audivox Model Super 

Mfr. AUDIVOX, INC. 
123 Worcester St. 
Boston 18 


Aurex Models L & M 

AUREX CORP. 
1117 N. Franklin St. 
Chicago 10 


Beltone Symphonette Model 

Beltone Mono-Pac Model 

Mfr. BELTONE HEARING AID CO. 
1450 Nineteenth St. 
Chicago 8 


Cleartone Model 500 
Cleartone Model 700 
Cleartone Regency Model 


Mfr. AMERICAN SOUND PRODUCTS, INC. 


1303 S. Michigan Ave. 
Chicago 


Dahlberg Model D-1 

Dahlberg Junior Model D-2 

Mfr. DAHLBERG CO. 
2730 Lake St. 
Minneapolis 16 


Dysonic Model 
Mfr. DYNAMIC HEARING AIDS, INC. 


149 Church St. 
New York 7 


Electroear Model 

Mfr. AMERICAN EARPHONE CO., INC. 
10 E. Forty-third St. 
New York 17 


Gem Model V-35 

Gem Model V-60 

Mfr. THE GEM EAR PHONE INC. 
50 West Twenty-ninth St. 
New York 1 


Maico UE Atomeer 
Maico Quiet Ear Models G & H 
Maico Model J 
Mfr. THE MAICO CO., INC, 
21 N. Third St. 
Minneapolis 1 
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Mears (Crystal Magnetic) Aurophone Model 200 
1947-Mears Aurophone Model 98 
Mfr. MEARS RADIO HEARING DEVICE CORP. 
1 W. Thirty-fourth St. 
New York 1 


Micronic Model 303 

Micronic Model 

Micronic Star Model 

Mfr. AUDIOVOX, INC. 
123 Worcester St. 
Boston 18 


Microtone Audiomatic T-5 % a 
Microtone Classic Model T-9 
Microtone Model T-10 
Microtone Model T-612 
Microtone Model 45 
Mfr. MICROTONE CO. 
Ford Parkway on Mississippi 
St. Paul 1 


National Cub Model (C) 

National Model D (Duplex) 

National Standard Model (T) 

National Star Model (S) 

National Ultrathin Model 504 ! 

National Vanity Model 506 

Mfr. NATIONAL HEARING AID LABORA 
TORIES 
815 Hill 
Los Angeles 14 


Otarion Model E-4 

Otarion Models F-1, F-2 & F-3 

Otarion Models G-2 & G-3 | ee 

Mfr. OTARION, INC. 
159 N. Dearborn St. 
Chicago 1 


Paravox Model “Top-Twin-Tone” 

Paravox Model J (Tiny-Myte) 

Paravox Model XTS (Extra-Thin) 

Paravox Model (YM, YC-7) (Very small) 

Mir. PARAVOX, INC. 
2056 Fourth St. 
Cleveland 15 


Radioear Permo-Magnetic (Multipower 
Radioear Permo-Magnetic (Uniphe 
Radioear All-Magnetic Model 55 
Radioear Model 62 Starlet 
Radioear Model 72 
Mfr. E. A. MYERS & SONS, INC. 
306-308 Beverly Road 
Mt. Lebanon 
Pittsburgh 16 on 
Distr RADIOEAR CORP 3a 


ne 


Rochester Model R-2 
Mfr. ROCHESTER ACOUSTICAL 

TORIES, INC. 

117 Fourth St. 

Rochester, Minn. 
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Silvertone Model J-92 Telex Model 
Silvertone Model P-15 Telex Model 


Mfr. JOHNSTON HEARING AID MFG. CO. Telex Model 
708 Fortieth St. Telex Model 200 
Minneapolis 8 Telex Model 300-B 


Mod 
Distr: SEARS, ROEBUCK CO. 


925 S. Homan Ave. . 
Chicago Telex Model 1700 
Mfr. TELEX, INC. 
> 
Mfr. SOLO-PAK ELECTRONICS CORP. 
Linden St. Tonamic Model 50 
Reading, Mass. Mfr. TONAMIC, INC. 
12 Russell St. 
Everett 49, Mass. 


Sonotone Model 700 
Sonotone Model 900 


Sonotone Models 910 920 Tonemaster Model Royal 
Sonotone Model 925 Tonemaster Cameo Model 


Sonotone Model 940 Mfr 
Sonotone Model 966 ashington St. 


Peoria 2, Il. 
Mfr. SONOTONE CORP. 
Elmsford, Unex Midget Model 
Unex Midget Model 110 
Super-Fonic Hearing Aid Mfr. NICHOLS CLARK 
Mfr. AMERICAN SOUND PRODUCTS, INC. Hathorne, Mass. 
1303 Michigan Ave. 
Chicago Vacolite Models J-2 
VACOLITE CO. 
N. x 


Mfr. TELEVOX CO. Western Electric Models 


1307 Sansom St. 
Mfr. IIVOX, INC. 


Boston 18 


Zenith Model 75 

Zenith Miniature 75 

Zenith Model Royal 

Zenith Model Super-Royal 

Mfr. ZENITH RADIO CORP. 
5801 W. Dickens Ave. 
Chicago 39 


All the accepted hearing devices have vacuum tubes. Accepted hearing aids 
more than five years old have been omitted from this list for brevity. 


TABLE HEARING AIDS 


Aurex (Semi-Portable) Precision Table Hearing Aid 

Mfr. AUREX CORP Mir. PRECISION HEARING AIDS 
1117 N. Franklin St. 5157 W. Grand Ave. 
Chicago 10 Chicago 39 


Sonotone Professional Table Set Model 


Mfr. SONOTONE CORP. 
Elmsford, N. Y. 
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THE EMBRYOLOGY THE EYE 


motion picture color with sound 


SPONSORED 
The American Academy and 


Based material made available the Carnegie Institution Washing- 
ton, Department Embryology, Baltimore, Maryland, Dr. George Corner, 
director. 

Produced Sturgis-Grant Productions, Inc., with Dr. George Smelser, 
Professor Anatomy Columbia University College Physicians and 
Surgeons, technical advisor. 


Showing time, minutes 
Available one reel two parts two reels 
with metal containers and mailing case 
Per Print $250.00 


LANTERN SLIDES FILM STRIPS 


176 pictures have been selected Dr. Smelser from the motion picture 
“The Embryology the Eye” for use teaching, either conjunction with 
independent the motion picture. Legends are furnished with both slides 
and strips. 


Immediate Delivery 


176 Lantern Slides, 2x2, color 
Mounted glass, with wooden filing 
Mounted cardboard, with plastic and plywood filing box 
Film Strips, mm. Set six (176 frames), color 
metal containers 


Send order 
BENEDICT, M.D. 
100 First Avenue Building 
Rochester, Minnesota 


2 
$125.00 
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Clinical studies concerned with the use 
BIBLIOGRAPHY Glycerite Hydrogen Peroxide the treatment 
Arch. Otolaryngol., 
1946. chronic purulent otitis media demonstrated seventeen 
1946. days and the remainder the 38th day. The pa- 
New tients studied presented conditions existent for pe- 
Annals Allergy, riods weeks over years. Previous treat- 
Ph., A., (Sc. Ed.) ment the usual therapeutic means, including 


tyrothricin penicillin, was ineffective all 


cases. 
Constituents: 


Hydrogen Peroxide 1.446%, Urea (Carbamide) 2.554%, 8-Hydroxyquinoline 0.1%. 
Dissolved and stabilized substantially anhydrous ad. 


Available prescription one-ounce bottle with dropper. 
Administration: One-half dropperful two four times daily. 


PHARMACEUTICAL CORPORATION 


132 STREET, BOSTON 16, MASSACHUSETTS 
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